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A PRACTICAL JOURNAL ON PSYCHIATRY AND NEUROLOGY 





Hypnosis In the Treatment of Traumatic Neurosis 
(A Case Study) 


PAUL G. DANE, M.D., D.P.M., and 
L, HOWARD WHITAKER, M.B. 


Victoria, Australia 


Towards the close of the last century 
Josef Breuer and Sigmund Freud found that 
in a state of hypnosis memories of events 
long since forgotten could be brought back 
into consciousness and recalled. They ob- 
served that the return to consciousness of 
the ideational content of the memory was 
accompanied by the release of considerable 
affect and that this release was associated 
with somatic and autonomic discharge phe- 
nomena. These investigators named the to- 
tal phenomenon abreaction and this was the 
basic clinical observation which led to the 
development of psychoanalysis. Almost no 
one at that time, nor for many years after- 
wards, realised that these now famous men 
had forged a therapeutic tool of inestimable 
value, and one which was ultimately to play 
a large part in psychiatric treatment. 


At about that time it was noticed that 
large-scale disasters such as earthquakes 
and railway accidents were sometimes fol- 
lowed by neurotic symptoms of a special 
type, but it was not until the Great War of 
1914-18 that this type of neurotic reaction 
was to become common. In contrast to the 
efficiency with which physical traumata 
were treated, not one army was equipped 
to treat the effects of the terrible psychic 
traumata that were to occur in the stress 
of battle. This in spite of the fact that psy- 
chotherapeutic management of many neu- 
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rotic casualties had been evolved by Breuer 
and Freud. 

One of us (P.G.D.) was then treating a 
number of these “shell-shock” patients, and 
as the treatments in vogue at that time 
were found far from satisfactory other 
methods were investigated. 

Many patients were treated by abreaction 
under hypnosis and many by abreaction in 
a conscious state in an environment similar 
to that in which the traumatic event had 
originally occurred. In some instances this 
was found to be a much more effective 
method of abreaction. It was soon appar- 
ent that not all patients improved—even 
some of those who could be deeply hypno- 
tised. Gradually it was realised that those 


- who did ‘not respond to this method had 


present a history of specific amnesias, either 
single or multiple. Thus the concept of a 
true traumatic neurosis was evolved. This 
type of reaction was distinguished from the 
more usual neurotic reaction for which it 
was found that different and more _ pro- 
longed treatment was required. Some au- 
thors have criticised abreaction and it has 
been asserted that such treatment is harm- 
ful. It is obvious that those who have 
formed this opinion have used the technique 
in unsuitable cases. 

Abreaction under hypnosis, in the waking 
state, or under the influence of ‘‘Pentothal,” 
“Methedrine,” or ether, may be of use in 
different types of neurosis, but it is partic- 
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ularly adapted to the treatment of patients 
who exhibit a syndrome consisting of a 
combination of symptoms not found in ex- 
actly the same combination or degree in any 
other neurotic state. The psychopathology 
of this state has been described.’ 

Its most constant feature is an amnesia 
of a specific event occurring in adult life— 
not one of the so-called infantile amnesias. 
This amnesia occurs as a defense against a 
specific trauma of terrifying proportions. 
Such as may occur frequently in the stress 
of war, The efficacy of abreaction in the 
treatment of amnesias which have occurred 
during adult years has repeatedly been dem- 
onstrated. 

It is extremely difficult to describe in 
writing the technique and the dramatic 
scenes that are enacted during a successful 
abreaction. So tremendous is the release 
of aggression that the therapist himself may 
be attacked. Fear, shame and guilt may 
also be released in great intensity. 

The use of the wire recorder permits fur- 
ther development of the technique not hith- 
erto possible. The whole session is recorded 
and later played back to the patient while 
he is fully conscious. This insures complete 
recall of the amnesic period and provides a 
material basis for further psychotherapy di- 
rected towards assisting the patient to gain 
insight into his reaction to the trauma. 

The subject of the following case-study 
was suffering from a typical traumatic neu- 
rosis, and his treatment exemplifies the 
principles stated above. 


Case History 


The patient was born in a rural town in 
1920. He is the youngest of three children 
born to parents married in their late teens. 
The patient is not aware of the grounds for 
their divorce when he was five years old. He 
dimly remembers the following year during 
which he was cared for in a State institu- 
tion pending arrangements with a maternal 
aunt who accommodated him until he began 
work at the age of fourteen, His educa- 
tional progress is indicative of average in- 
telligence. 

During adolescence he worked on small 
farms and later as a motor transport driver. 
He was regarded as a good mixer, had many 
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and varied interests, his main sport they 
being rugby football, Prior to enlistment 
he suffered no disabilities that could be re. 
garded as psychogenic and he remembers 
no serious physical illness. 

Army records confirm his account of hig 
service. He enlisted in the 2nd Australian 
Imperial Force in 1940 and reached the 


Middle East in December of that year. kp | 


first saw action with an infantry battalion 
in the Western Desert in the 1st Libyan 
campaign. His unit was later shipped to 
Greece where he saw intermittent action 
during the retreat to Kalamata Beach 
whence he was evacuated in a ship which 
was bombed and sunk. After being in the 
water for about half an hour he was picked 
up by an escorting destroyer and _ later 
landed on Crete. He was promoted to the 
rank of Acting Sergeant at that time. After 
the surrender of Crete he was taken off the 
island in a submarine and landed at Alex. 
andria. In April 1942, he returned to Ceylon 
for jungle training, reaching New Guinea in 
November, 1942, By this time he had at- 
tained the rank of Warrant Officer Class II 
In New Guinea he was engaged in a number 


of fighting patrols. He was the sole sur | 
vivor of one of these and was able to return | 
to our lines only after 12 days alone in the | 
jungle. He stated that he could remember | 
parts of this period and that “nothing much | 


happened”; however, under hypnosis very 
significant events were recalled. Anxiety 
symptoms first appeared on Crete, where he 


became fearful and lost much of his self: | 
confidence. These symptoms increased grad- | 


ually and resulted in his discharge from the 
Service in 1945. At this time he complained 
of insomnia, sleep interrupted, anxiety 


dreams, anorexia, supraorbital headache of § 


a compressing nature, continuous warm 
sweating and intermittent cold sweating, 
loss of confidence in himself and inability to 
abstain from alcohol. There was some al- 
leviation of these symptoms after a course 
of sub-coma insulin given prior to his dis- 
charge. 


He married soon after this and worked suc- | 
cessively as a driver, fuse-layer and time: | 


keeper. His continued restlessness, irrita- 
bility and alcoholism necessitated changes 
in employment. Recurrence of anxiety symp- 





1952 


toms in 1947 and 1948 resulted in his admis- 
sion to Repatriation General Hospital, Hei- 
delberg on three occasions. One time he was 
given sub-coma insulin. Many unsuccessful 
attempts were made with Pentothal Sodium 
to induce abreaction of suspected traumatic 
events. On each occasion his treatment was 
terminated prematurely because of recur- 
rent acute alcoholism. 


Treatment 

The patient first appeared for treatment 
in November 1949 in a state of acute anx- 
iety and chronic alcoholism. In addition to 
the symptoms referred to above, he stated 
that for several hours daily he wept for no 
apparent reason. He complained that he 
had been impotent for 18 months. He was 
treated with sub-coma insulin and with Pen- 
tothal Sodium. Two attempts at recall of 
the amnesic portions of the patrol mentioned 
above were also unsuccessful. At the con- 
clusion of the course of sub-coma insulin 
he still exhibited marked signs of anxiety 
and was still having recurrent dreams, the 
ideational content of which he could not 


recall. These were accompanied by vague, 
indeterminate, yet intense, fear. 
According to the principles outlined 


above, hypnosis was induced by verbal sug- 
gestion and visual fixation to a depth at 


' which “flexibilitas cerea,’’ anaesthesia on 
' suggestion and amnesia occurred. Trans- 
_ position in space and time was effected by 


appropriate suggestion to the first of the 
situations that were considered to be trau- 
matic. The patient was then instructed to 


| speak out loudly all thoughts that came into 


his mind as the events “occurred.” These 
instructions were given in order to encour- 


| age verbalisation and motor expression of 





/ son and present tense. 








affect. No other direction was given and 
no leading questions were put to the pa- 
tient. 


The first event re-enacted was the hay- 
oneting of a prisoner at Bardia. The pa- 


_ tient appeared to relive his experience of the 


event as he gave his account in the first per- 
There was intense 
display of affect as well as much appar- 
ently inconsequential detail. As particu- 
larly stressful events were abreacted the 
patient sweated, rolled about on the couch, 
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dry retched and spluttered, and occasionally 
tears appeared. 

The whole session was recorded on a wire 
recorder. At the conclusion, no post hyp- 
notic suggestions were given, the patient 
was reorientated to the hospital in space 
and time and awakened by direct instruc- 
tions. There was total amnesia for the 
period of hypnosis. After a rest period the 
recording was played back to the patient 
while he was fully conscious, and its con- 
tents were discussed with him in their per- 
sonal, social and moral aspects. During the 
play-back there was considerable evidence 
of emotional stress in facial expression, agi- 
tated movements and sweating, as well as 
in the emotional tone of his speech. The 
apparently insignificant details were recalled 
and explained by the patient. 

Information obtained from the history 
enabled us to commence abreaction at a 
point in time just prior to the other trau- 
matic events, each of which was handled 
in a manner similar to the above. This treat- 
ment was repeated daily for several weeks 
during which each event was abreacted and 
recorded many times. During this period 
there was marked alleviation of his anxiety 
symptoms. It became apparent that re- 
peated abreaction of a given event resulted 
in a decrease in the intensity of affective 
discharge and a concomitant increase in 
detachment and discoursiveness of verbali- 
sation. 

It was not until many sessions had been 
worked through that the patient remem- 
bered that he had had a three day “black- 
out” during which he “must have been on 
patrol.” This he believed was caused by 
malaria (malignant tertian) and the fact 
that he had given blood for a transfusion 
in the field just prior to setting out. Under 
hypnosis he was led up to the point where 
amnesia began. He was unable to recall the 
repressed events spontaneously, and it was 
only by constant urging and questioning 
that he was able to describe what happened. 
After an hour and a half he recalled the 
major events which had resulted in extreme 
shame and fear. Thereafter the recall was 
spontaneous, The recording was played 
back to him as above and there was marked 
stress as he remembered how he “dogged 
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it’ or failed his men. On the second occa-_ says hmm ... I don’t + drink ... I don’t want 
; ; ; : : it Bill ... Ah ... Gawd Almighty ... Gee! .., ap 
sion on which this amnesic period was ap- "you saw ’em in the last war Bill? eh? ... tae 
proached he was able to recall the whole’ were with us then ... Ah! ... he’s only a young 


spontaneously without questioning. 

It was at this juncture that a demonstra- 
tion recording was made. A verbatim tran- 
scription of this appears later. For dem- 
onstration purposes the patient was trans- 
posed to a situation known from previous 
work to have been immediately prior to a 
traumatic event, and allowed to abreact 
spontaneously until the main event had been 
covered. He was then interrupted and 
transposed to the chronologically next event 
and allowed to proceed again. Thus, this 
recording is a series of independent abreac- 
tions, the first few of which are of events 
that have been abreacted many times. The 
last is an event which has been abreacted 
only once before. The difference in emo- 
tional expression between the first few abre- 
actions and the last is unfortunately not as 
evident in the transcription of words as it 
is in their verbalisation in the recording. 

This method of treatment was continued 
until there was little emotion expressed on 
the recall of any event. At the conclusion 
the patient showed no signs of anxiety and 
two months later had no desire for alcohol, 
was fully potent and had taken a job as a 
salesman. Six months later there was no 
sign of return of anxiety symptoms and the 
patient was well established in his employ- 
ment. 


Transcription 


1. THE KILLING OF AN ITALIAN PRISONER 
AT BARDIA, NORTH AFRICA. 


(The prisoner refuses to surrender his pistol. The 
patient bayonets him and later expresses guilt feel- 
ings when he realises what he has done. This event 
took place after his first action.) 


“He’s got a gun on him too ... Come ’ere 
Eh! ... Give us that gun ’ere ... C’mon! ... fin- 
ish you ... An’ a nice pair of glasses too, Bill ... 
Officer! ... Officer! ... wh’ ... C’mon hand it 
over! ... Bastards, shootin’ a man in the back ... 
You bloody bastards ... Bloody ... Slap my face! 


... Slap my face! I'll give you slap my face, you 
bloody bastard ... Bloody bastards ... Get on the 
end of this! ... Slap my face huh? ... Let it go, 
let it go! ... Jesus, Bill ... Bill, I shouldna done 
that boy ... uh ... He slapped my face; he hit me 
with his glove, d’ya see it? ... Oh! Yes ... I 
shouldn’a done that, Bill ... I shouldn’a done that 

. He shoulda give it to me eh? ... Oh! ... God! 

. Gawd strike me dead, Bill ... Jeez! ... He’s 
dead ole man! ... O’er ... Jesus Christ, Bill, I’m 
crook ... uh ... Make a man feel a dog, doesn’t 
it, eh, doin’ that ... Oh! Yes ... ’ave a drink ’e 
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fella too eh ... I know.” 


2. THE FIGHTING WITH PARATROOPERS ar 
CORINTH CANAL AT NIGHT. 


(The patient is engaged in hand to hand fighting 
in a succession of skirmishes. During the abreac. 
tion he releases much aggression and verbdlises hig 
fear in the lulls between the figths.) 


“He’s a big fella that ... Nice lookin’ bloke to 
. Righto! ... What? ... is that what it is? , 
Christ ... Paratroopers! ... Jesus Christ! .,, 
Ahead of us ... Oh! ... Jesus ... A man shouldn’g 
stopped back there y’know ... Oh well ... Bay. 
onets! ... Jesus ... Ammo! ... Got that ammo 
dump ... Gawd strike me, already? ... Oh wel 
I'm going with you—you’re a big joker ... ’Eye 
they are ... Strike me eh! ... bastards are like 
bats, everywhere ... Gor’all-bloody-mighty!! .,. 
fullo.... Ah... @r ... Jes Chrst .... On 5... 
... Gawd strike me ... Gawd strike me ... Ah!!! 
. Phew ... By gee ... Look out there Lofty! ... 
Oh ... Jesus ... Phew ... Bastards nearly got me 
... Oh... thats a ... group of ’em "ere ... Come 
on ... Keep goin’ ... They’re ahead of us now ,,, 
“Yes you ... big bastard ... Look out! ... Oh! 
Jesus ... I think they got Lofty, eh? ... where are 
you Nugpet? .... all right? ... ooh .«... 00 ..; 
oops ... ooh ... Bastards ... ooh ... got me.., 
Let it go! . LET IT GO!! ... bastard ... Let is go 
. I'll kick you in the balls ... Bloody bastards... 
Oooh! right in his brisket!! ... Uh ... Jesus, by 
Jesus they can fight these bastards ... phew .., 
Oh, they haven’t got much idea ... Criky, you for. 
pet don't you? ... You forget ... Phew ... Ther 
Nugget? ... Phew ... Jesus Christ ... terrible 
thing ... a terrible weapon the bayonet ... Oh! 
Look out! go on, look out, watch yourself, watch 
your fucking self ... they’re bastards are every- 
where ... they’re still comin’ down eh? ... Bloody 
bastards are every-fuckin’-where ... Ease down 
there ... behind those rocks ... Look out!! Good 
on you boy, good on you ... good shot eh? ... got 
"im ... Aah ... you bludge ... Gawd strike me 


they’re everywhere ... Miss me eh? ... WELLI | 


WON’T MISS! ... I won’t miss ... Oh ... I blew 
‘is fuckin’ ’ead off nearly, eh? ... Lucky I had that 
up the spout eh? ... He’d a done me ... He’da 
done me ... Jesus Christ ... a man’s afraid ... 
Jeez, the funny things you think of in action eh? 

Jesus, those apricots eh ... Mum won't be 
able to get those apricots now an’ the kids’ll be 
pinchin’ ... OOH! Ah ... Ooh! ... Crafty bas 
tard ... Nearly got me ... Nearly got me this bas- 
tard ... He threw a burst at me ... He shot a 


burst at me ... Rocks, rocks, rocks ... Uh ...Iff 
won’t miss you you bludger ... I’ve got your mate | 
too ... He’s an officer this bastard ... AAH ... | 


Oerh ... Jesus ’es strong this bloke ... Jesus ... 
you schwimmen einen ... sausage eating ... AAH 
... hh... ah... Jesus ... I don’t know what you're 
talkin’ ... Oh (laughs) ... Right through ... Too 
good eh ... missed y’bludger ... Let it go! Letit 
go! Jeez they all grab your bloody rifles ... tut 


tut ... Twisted ... twisted ... Chr ... Jesus] 
Christ, Jeez he died hard that fella ... Oh Jeez a) 
man’s good y’know ... Right through, right through | 
his belly ... right through ... Lucky ’e slipped | 


down on ’is rifle ... slipped down on his rifile ... 
Yes ... a big fella too ... Jeez ’e must be six foot 

. Oh ... ’is first bayonet charge ... I can just 
imagine ... I can imagine how our fellas felt goin’ 
over the top ... By Jesus Christ ... Oh, yes Nug- 
get ... Eh? ... what’s your name? ... he nearly 
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no better 
Makes you 
but it’s a 


nad me eh fs I’m no better 
Aussies are no better than you boy ... 
feel good when you get to the top 
terrible weapon, a terrible weapon a man’s a 
ploody murderer ... shouldn’t do it ... yer should- 
n't do it son you know ... War War ... Oh! Je- 
gus ... some mother’s son, boy Eh look 
out ... look out ... LOOK OUT ... Uh! ... Uh! 
Uh! ... Jesus Christ ... pretty hot back there ... 
Heavy fire, must be their artillery eh? ... They’re 
heavy mortar bombs Jesus we nearly walked 
into those bludgers, 3 of them ... listen ... now 
listen Nugget ... you stop here ... they’ve got on 
us I think ... Look out! ... keep down ... Firin’ 
now, listen ... Now listen, I'll get round here be- 
hind this big rock ... See where they’re standin’ 
there in that gully ... Pll see if I can get ’em ... 
I've only got a couple of rounds left I think 

put your hat over the top, wave it, make a noise, 
do any friggin’ thing ... By Jesus ... round here 
If I get round here ... By Jesus ... I wonder 
... They’re watchin’! They’re 
. Well here goes 


if they seen two of us 
lookin’ round towards Nugget 
_,. Ah Jesus, I hope I’m right ... I hope I’m right 
... WHACK it up amongst you ... Huh ... ugh 
... Huh ... Got you youse, rotten cheeky bastards 
... Jesus look at ’im kicking ... Righto! Nugget? 

. Good measure eh? Huh Ah Jesus I 
made a mess o’ that little bloke eh? < PB ai 
tt .<. CNL... tut... tut <=... Gaugh) ......dropped 
right at their feet ... They shouldn’a been together 
no tact you see, no tact, no initiative ... 


“Jesus Christ . Hun . I thought I had the 
shits at the Hun ... But I don’t know, I’m coming 


good terrible war Gawd strike look 
Nugget ... let them go, too many of them ... keep 
here ... Christ ... I can hear my heart ... nearly 


half choke a man ... (laughs) you’re not bad your- 
self ole fella ... No, better not smoke though, the 
bastards’ll get on us, no ... Oh! rotten! Jesus .. 
Oh ... I feel all right in action ... but once I get 
out I’m no good Nugget I go to the bloody pack ... 
Shit frightened, son, you know ... You’ve got to 
be in it ... Now, you see the bayonet’s a terrible 
weapon see, Jeez a terrible ... Jeez ... Jeez ... 
Bayonet a man ... You’ve never bayoneted a man 
‘ave you Nugget? ... No... No... er... terrible 
. terrible ... You know I break down an’ howl 
like a kid after my action ... You know? . Js 


not right ... Where do you come from? Sussex ? 

Sussex? eh? (laugh) Oh yes, ; om 
frightened boy! Yeah ... bloody oath ... Ah they 
are too, all fuckin’ Australians are mad ... You’re 
a funny little bloke y’know, aren’t you?... (laugh) 
Yes by Jesus ... my bloody oath I have ... Bloody 


awful ... My bloody oath I have Gaw strike 
me ... It’s blood on me, yes Got me in the 
thamb'...:..”” 


3. THE RESPONSE TO DIRECT QUESTIONING 
ON BAYONET FIGHTING. 


(A direct question such as this is useful in elicit- 
ing motives and goals. In this instance the patient 
uses phrases from his Infantry Training Manual as 
he rationalises his guilty feelings at killing other 
men. He is still able to handle his fear by denial of 
its existence.) 


“Frightened frightened see 
funny ... mad ... kiddin’ round ... trying to pull 
the trigger nothing answer, no see ’em 
double and scream; laughing, screaming like a 
hyena ... huh ... yeh ... Fritz a bayonet fighter? 

They’re not bayonet fighters, they’re fright- 
ened of steel ... Soam I! ... but I’m a better man 
than the Hun ... I’ve set my mind on goin’ back 
home an’ I’m going back ... No bastard’ll best me 
with a bayonet .. 


no never 
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“Frightened? yes, frightened! No! never 
frightened! . sense of security, you are as good 
a man as the next man ... Kill or be killed! 
but a man shouldn't, no, it’s not right . Jesus, 
makes you sick Never till my dying day 
I'll never forget it ... Murder! ... bayonet! never! 
the screams of them! ... grabbin’ your bayonet ... 
oerh ... dy ... Gott in Himmell! Gott in Himmell! 

. Oerh ... Der Vaterland! ... Gott in Himmell, 
they say ... Yeh ... ist der Fatherland ... A big 
bastard I did for, that big Hun officer ... I did for 
him ... God strike me eh ... a game fellah, nearly 
killed me, nearly got me, by Jesus yeah ... He’s 
bloody nearly six foot ... I got him right in the 
guts ... Ha Ha... right in the guts, went in easy 
too: ...... Hav Ha .... went«in: easy <i.” 


4. SINKING OF THE “COSTA RICA” DURING 
THE EVACUATION FROM GREECE. 


(The ship is last in the convoy and is attacked 
by dive bombers. The patient takes part in the anti- 
aircraft firing. The ship is hit and many on deck 
are killed. He vomits when he sees the mangled 
bodies. He gives his lifebelt to another man before 
jumping overboard. Sharks take many men in the 
water. A destroyer picks him up later. Much fear 
is released during this abreaction.) 


“Holy Jesus they are sending some up from that 
Ack Ack ship eh! ... by Jesus I don’t like this be- 
ing last, this bloody last. Righto! in to them! ... 
C’mon! c’mon! you can go two out to me, c’mon, 
two out to me, ha ha Oh, eh right on this 
bludger! C’mon look out they are 
strafin’ too look out Mags, more mags, 
c’mon, more mags! . hand them over quick and 
lively! ... Jeez that bloody gun burnt me ... Bas- 
tard ... give it to them! by Jeez look at that eh... 
Gawd strike me ... one hit the drink, one hit the 
drink! ... tut ... the Ack Ack ship got him I think 

. ha ha ... Holy Jeez there’s more of them com- 
ing ... look at this ... Look out, this fellow’s low! 

. Oerh ... Watch that... Jeez ... SHE'S HEF 
... hit me arse ... Jeez she’s hit! ... dinkum ... 
she’s quivering! ... Oh! another one, God strike me 
dead get down! Holy Jeez they got the 


bridge I think, eh? . look at that! . there is 
smoke, Gawd Jeez, eh she’s stopping, she’s 
stopping! . She’s quivering!! Gee uh ... oh ... 
look at that ... down the back, c’mon! ... What’s 
that ... by Jeez she’s going down now! ... oh... 
boats! rafts! ‘rafts! boats! rafts! ... no ......0W s «. 


Jeez Christ Almighty! ... What’s happened, I won- 
der how those women are getting on ... There is 
women on here you know Macka ... Oerh ... Oh 
Christ Almighty that bastard! He’s strafing 
still, there’s some overboard already! . God Al- 


mighty, look at that ... right through the R.A.P. 


... God ... oh I was talking to that kid there, look 
at that eh ... God strike ... Jeez ... his guts, his 
guts out, eh. God that big lump must have went 


doctors, doctors, 
. you’re hit too 


right. through him ... tut tut ... 
they got the doctors too mate? 


ehv? you're hit dropped it right in the 
R.A.P. ... God all bloody Mighty look at that! ... 
Oh ... water in there now ... Oh Jeez, look at that 
hole ... God strike me ... abandon ... Oh Jeez I 
feel sick (splutters and retches) . you bastards! 
that’s not war, that’s not war! ... Oh... phew... 
spewing yeh God strike me spewing 


look at that, make anyone sick ... Jeez Christ you 
bastards! ... Red Cross! ... you bastards they’ve 
got the Red Cross ... bastards ... unsung heroes 
those fellows, those doctors, by gee ... all killed... 
far as they know all killed. 


“OVER YOU GO ... no I’m too crook ... Gawd 
strike me ... (complete change in tone of voice) 
blubbering like a big kid, what’s wrong with you... 
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pull your bloody self together ... God strike me ... 
what’s the matter (return to former tone of 
voice) Abandon ship’s the order! we are right down 
in the arse now Gawd strike me look at 
that eh! I was talking to that little fellow a little 
while ago, now he’s dead eh ... God strike me ... 
over you go here, you can’t swim eh well, 
cop this I can, I can swim no go on get 
over ... take the bloody thing and get over before 
they they'll be strafing her here again (splut- 
ters and retches) . by Jeeze Christ here goes ... 
bloody long way down there too by Jeez 


“Isn’t a man ever goin’ to come up isn’t a 
man ever goin’ to come up ... bloody Noah’s Arks! 
sharks here, I saw them this morning the bastards, 
round following us ... God one minute everything 
is quiet (splutters ) Jeez, guts full of wa- 
ter ... struth ... there is a drum there, I'll make 
that drum ... sharks ... OH LOOK AT THAT ... 
Jesus Christ Oh cut him in half oh 
Jesus look at that ... you bloody well get away you 
vile beast ... Gawd strike me ... get away ... oh 

oh cut him in half he’s screaming, I'll 
never forget that kid screaming Oh Jesus 
Christ Almighty cut him in half look at him, 
bloody twenty foot long the bludger ... Out of this, 
I'll make that drum ... I'll make a noise, noise! ... 
she'll pull me down ... She'll pull me down ... I’ve 
got to get away ... got to get away from her ... 
sharks! kick! kick! away from the 
blood, they come for miles for blood . oh Christ 
... Why can’t I... should have got a raft ... make 
that drum no that drum’s off that drum, 
see she’s going not making much headway ... 
see I got to get I'm gettin’ buggared 


(m getting buggared, she is pulling me in no 


2 MO... Not that ... not that . drowning is a 
good death they say ... oh ... sick ... to be home 
now wouldn’t it be lovely, eh Gotta get 


away, gotta get back , GOT TO phew! get- 
ting buggared ... Boots, boots, kick them off, boots, 
break the laces, break them oh, thank Christ, 
that’s better ... pull you down, pull you in . oh, 


oh Jesus they’re everywhere look at that. 
“They’re strafing again oops (splutters ) 
bloody you bastards you bloody vul- 
tures you've got a man now why don’t you 
leave him alone you bludgers? phew get 
away from that pull Jesus she'll go any min- 
ute, those boilers will blow ... look at them ... in 
the water like bloody corks ... thousands of them 
must have been three thousand oh, poor 
fellows the R.A.P. the doctors he 
seemed a nice little fellow too ... work ... no rest, 


worse than us ah well 


“DESTROYER! here! over here! here! here! 
heh, help me! quick, help me buggared ah 
missed . coming back, coming back between 

us ... oerh . BUOY ... Tope ... comin’ back ... 
Jeez, I can’t help my legs are buggared, I’m 


done ... sharks ... look at them, they are having 
the time of their life ... oh ... here! here! ... oh 

. Oh ... Christ ... got it, Jesus oh oh ... put it 
under me arm me arm pull me in quick, 


I’m buggared ... oh Jesus ... 
. SCREWS, OOH ... get me 
in! get me in oh Jesus, me arm, me arm, me 
arm broke me bloody arm . Side ... screws 
. oh Jesus that was close ... Jesus Christ ... oh 
all right, yes, oh Jesus, screws, screws 
. mates, get my mates, Jesus ... eh? oh, thanks 
digger, thanks chum Jesus that was good too 
. like a cigarette? ... give us a smoke ... ah ah 
I'm buggared ... I’m buggared mate, I’m bug- 
gared spewing, gotta guts full of water ; 
can’t keep a smoke ... give us a smoke ... ah ah 
. listen! she’s going! she’s going! look, yet that’s 
the one I was on--yeh—-the Costa.” 


pull me in quick ... 
look out! look out! 


oh 


iz 


MARt, 


5. EVACUATION FROM CRETE ON A SUBMa. 
RINE WHICH IS DEPTH-CHARGEI) 


(In the closed space the patient panics for the 
first time, Autonomic discharge of fear is pronj. 
nent in his vomiting. He makes an attempt at hay. 
dling his fear by projection.) 

“God strike dead 


me Jesus Christ they’re hot 


What? Hey. - What ? let me out here . LET 
ME OUT ... Jesus is she going!? . They're 
going to hit her ooer ooer (coughs anq 
splutters) ooer leave me alone will you ,. 
someone knock him out he says he knock me 
out you bastard you won't knock ... quiet ,__ 
quiet Jesus I’d better pull myself 
“ANOTHER ONE ... eh! . What are they do. 
ing? divin’? divin’? Jeez Gawd strike me 
the ... Jesus! spewing again ... won’t I ever gtop 


. What is it? what is it? . Strike me 

Let me go! let me go! I’ve gotta get 
out of here! Jeez the lights are out, the 
lights are out, the lights are out ... oh Jeesus ,,, 
ooer ... oh Christ ... Shaking like a leaf ... look 
at that ... look at that ... they’ve all got the shits 
anyway, the whole lot of them, they’re all frgiht- 


retching ? 


ened . oh Jesus I’m not Robinson Crusoe .., 
“Oh Jesus Chr oh ANOTHER ONE 
. oerh ... what a terrific noise ... Jeez you can 
feel it sort of hit you, eh? ... Ooerh ... Christ ,., 
oerh hundreds of pounds yeah look at 
that bloke there look, on that wheel ... he 


doesn’t blink oh oerh oh Jesus I'll never 
forget this. Christ a man’s been in everything .., 
Gawd all Bloody Mighty what next . oerh Jesus 
(softly) I hope I get out of this ... I'll have some. 
thing to talk about ... No, I'll never forget it.” 


A COBRA IN A SLIT 
(AT NIGHT). 


6. THE SHOOTING OF 
TRENCH IN CEYLON 


(A friend is bitten by a cobra, the patient kills 
it and then abreacts an excessive amount of fear, 
thus indicating that his control is weakening, as in 
this instance he reacts with fear to the other man’s 
danger.) 


“What the bloody hell’s wrong with you, eh! ... 


Scorpion ? big bastards here too . Gawd 
strike me dead (mumbles) wait on till I light 
me cigarette eh? God Jesus WHAT! 
hey Bluey on over ‘ere hey Bluey, c’mon 


over here. 

“Jim! Jim! he reckons he’s been bit ... 
Gawd Jesus give us that gun give us that 
Tommy look at the ugly bastard oerh ... 
he’s fainted ... he’s got ... Oh ... Cobra ... look 
at the bloody hood on it this oh . got 
him! got him Bluey. 


“Put that light out put that light out 


nothin’ ... snake ... O’Mahoney ... bit in the arse 
. O'Mahoney ... Jim, get him out! ... quick and 
lively! ... Got him ... oh Jesus ... get him away 


... get the orderly ... God... 
COULD HAVE BEEN ME... 
could have been me, could have been me ... I gen- 
erally get in first! generally me in there bas- 
tard slithered in and couldn't get out out, couldn't 
get out Jesus oerh RAP Tent! lively 
with him, never mind me, I’m all right HO 004 
all right... yeah ... I shot it ... shot it ... Blew 
it Go. Oits.... 3OGK SE it...” 


. Gawd strike me 
Oh Jesus Christ ... 


7. A SHOOTING OF A FRIEND WHILE ON PA- 
TROL IN NEW GUINEA. 


(The patient and Ian are the only survivors of 
a patrol of 12 men. Tan has dysentery and pauses 
to defecate. The patient talks instead of keeping 
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Ian is killed. The patient is unable te 


guard ani 
maintain completely rational behaviour in the face 
of his intense guilt as he blames himself for Ian’s 

had repressed this episode from = con- 


death. fle 
sciousness. / 


now give it to them 
now look out there and 
You got the shits son? 

so have I . You want to shit ... waiton... 
keep down keep down there all right . 
now hang on they're going past, they’re going 
down there to the firing line. 

“Jesus kid. I shouldn't have brought you, you 
know ... What the bloody hell did you want to tack 
onto me for? ... stop back there with Wilson 
he got killed, poor old Tom . God strike me hey. 
We'll be all right son c'mon. Ian, you got 
married didn’t you you married Maurie Mc- 
Leash’s sister didn’t you” you'll be right boy 

listen Ian you're only a kid you know, 
you're too young you know How old were you 
when you joined up”? ... go on you'll be all right... 
come on... yes... I'll keep nit ... you'll be right 
son (chuckles) you're right 

“OH JESUS CHRIST BLOODY LOOK 
LOOK OUT (splutters ) You bastard 
Gawd all Bloody Mighty they got the kid 


“Keep down ... yeh ... 
give it to the bastards ... 
hang on to your ammo, 


IAN IAN IAN IAN Jeez they've 
got you... (mumbles and weeps) xod my fault 
kid ... “too late,” he says “too late” Tan 


. you bastards, you bastards You've got the 
kid ... Jesus what'll they say my fault, my 
fault kid ... you bastards take this! ... where are 
you you sneaking bastards ... where are they, bas- 


tards ... get off get off take off you 
can’t do anything MAD MAD ll kill 


every bastard I see, I'll kill every bastard I see .. 
I'll smash their skulls in, I'll bayonet the bastards, 
I'll blow them They got the kid they got 
the kid ... they got the kid ... the bloody monkey 
bastards Gawd strike me handsome you 
bastards ... Ian ... goodbye kid ... My fault 

Jeez what will Captain Parsons say what will 
they say. McKenzie back, one out can I get 
back, I’m not back you wouldn’t want me 

you bludgers What will Maurie McLeash say, 
I got him killed my fault the kid’s here 

shoudn’t ’'ave come, I told him not to come ... why 
did they let him come Jesus, why didn’t he 
stop behind, he was a runner, not a bloody soldier, 
not a soldier ... too young, twenty or twenty-one. 


“No good, no good ... pigs, bloody pigs ... bas- 
tards phew God strike me frightened 
Christ out of me, you bludgers ... by Jeez I'll never 
forget this, never got his trousers off the 
bludgers. 

“Murder! that’s what it is, bloody murder! 
the bastards BASTARDS Oh Oh yes 


I should have been watching, I seen the bastards... 
oh ... you bastards I was talking to the kid, 
I was talking to him ... I was talking to him 
next thing he’s covered in blood ... ‘‘God,’’ he says, 
“they got me Macka, go through, go through, too 
late, too late, go through, too late Macka,” I 
wouldn’t leave him ... I couldn’t leave him ... I’ve 
got to leave you, I gotta leave you Ian (softly) Oh 
Jesus kid ... Jeez he’s a good-looking bloke too ... 
everything in front of him yes xod strike me 
. go a long way ... sorry boy, my fault = MO 
never forgive myself kid you shouldn’t have 
been here they'll blame me God help the 


next fuckin’ Jap who gets in front of me ... (splut- 
ters) I'll do him, I'll slice the bastards, I'll ele || 
make them die hard, I'll avenge that T'll 


I'll avenge that Ian, I'll get the bastards, I'll get 
them. Pigs, pigs, pigs bloody pigs I've 
got the shits.” 


DISEASES OF THE NERVOUS SYSTEM 


8. THE RECALL OF THE SIGNIFICANT PART 
OF A THREE DAYS OF AN AMNESIC PE- 
RIOD WHILE ON PATROL FROM GOODVIEW 
JUNCTION IN NEW GUINEA. 


(The patient was transposed to the last event he 
could remember before the “blackout.” He recalls 
how he was on patrol and was suffering from a 
number of physical symptoms. He vomits but keeps 
going his speech becomes confused and as he be- 
comes more exhausted he fears madness. He drops 
to the ground and sleeps. When he wakes he finds 
he is back behind the line and realises that he has 
failed his men. He expresses guilt and shame. He 
remembers that he has lost his binocular case which 
contained maps of the disposition of troops in the 
area. He works his way back through the jungle 
trying to find his case. He finds the place where 
he left them only to realise that the enemy have the 
maps. His reaction to this episode was to repress 
the whole series of events and enter a dissociated 
fugue state which lasted three days, and was ra- 
tionalised as due to malaria. 


“They want to send me back ... I can’t ... I’ve 
got to go on ... they look to me these boys ... no 
. oerh funny lights in front of my eyes ... 
weak ... got to.get up ... oh ... too much blood, 
too much blood . Johhny Brown ... God he died 


hard, Johnny died hard poor kid five 
and twenty eight days I got him too I feel 
bloody crook (coughs and retches) « Stop: this ~... 
tired purk,*purk, purk, can’t stop green 
bile bitter I wonder if there is anything 
wrong with me tired always spewing 
spewin’ ... tired ... two Japs ... Jap... oerh ... 
got to get out of this got to get out, can’t 
go on. 


“I know you're there you bastards ... shoot me! 
shoot me! watching me! watchin’ me eh! F 
well shoot and be buggared to you shoot you 
black bastards you yellow bastards you 
black dogs shoot me, shoot me, do what you 
like ... I’ve had it ... I can’t go on ... better this 
way than another way (softly) Jesus I’m all 

I must be going mad I'M MAD MAD 
oerh where am I going, where am 1 ... 
Pigs, you bastards take that pigs, I’m sick of 
the sight of bloody pigs ... pigs ... Nips ... you 
bastards I know you're following me got 


to get away though ... Oh ... No, I can’t goon... 
I’m done oerh pigs, Nips, they’re every- 
where Look I can see them watchin’ me 


take that you bastards ... oh Jesus ... must have 


a sleep .. 
“How long... 


where am I? ... what am I doin’ ? 


. Why am I here, I shoudn’t be here ... I should- 
n’t be here Oh I dogged it I dogged 
my boys patrol! what am I doing? , 
Here junction! droppin’ strip? what 
am I? Gor Jesus that’s behind our lines! 


. eh! what time is it? Christ how did 
I get here? . I know. 

“See what happened ... I must be MAD, I never 
done this in my life ... Mac you must be sick, you 
must be sick you never dogged it, you can’t 
let them down. You got to go back back I 
say . BACK. Sh Sh . someone will hear you 


. someone will hear you, I’ve got to get back ... 


God Almighty ... desertion ... NO... NO... NO 
never never I’ve never done that 
ammunition I must have fired a fair bit .. a 
hundred and fifty ten twenty seventy 


. I must have fired. No, I fell down beside that 
tree, remember ... I was buggared ... I remember, 
I couldnt go on any further ... Japs, two Japs, I 
got two Japs ... I killed two Japs ... grenades ... 
I remember Binoculars! wheres my glasses? 
200 GRENWE: 6:50 INADS". .. OMe... NO... HOl tae... 
not a coward! I’m not a coward, I never was 
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oh, oerh ... I never dogged it in my 
life ... never, never ... got to get back ... how? 

. what way did I come? ... Not supply track... 
I'd have been seen I’d run into someone 
what’s that there? ... Jesus ... mine fields ... 
I couldn’t have ... no ... got to get back. 


“This is this, this is where I come “Ce 
Christ ... where am? wait till the sun comes up... 
broken branches I’ve been here me 
that’s how I’m so torn ... scratches, I know, I re- 
member ... I come back here now ... I dogged it 

. I run away ... Japs everywhere, wasn’t there 
... I got away from them ... I know ... pigs ... 
I shot here ... I know .. they’re my shells, they’re 
my shells, I’m right, I’ll get back, I'll get back ... 
I know ... (retches) . Sick ... here, here’s ... 
that a point, I took a bearing on that yesterday ... 
yesterday? ... must have been yesterday! ... was 
it the day before? ... no! ... yesterday! 

“Jesus there’s heavy firin’ up there, heavy firin’ 
Christ our boys are in to it ... oh ... spewing ... 
oh oh, Jesus (retches repeatedly) of 
oh ... that must be fear, fright, fright ... some- 
thing wrong with my stomach ... oh Jesus ... oh 
... got to find them ... glasses ... maps ... Jesus 
I hope they’re all right Japs I’ve got to 
go on, I can’t go on, I’ve got to go on ... You dog- 
ged it, you ran away ... No, I never ... I couldn't 

. I didn’t know what I was doing ... I couldn’t 
... oh... Japs ... (here he came across the bod- 
ies of the two Japs he shot the day before) . cig- 
arettes ... gotta get a smoke . yeh horse- 
shit ... (splutters) ... Give a smoke ... Japs ... 
yes ... pockets ... pockets ... there someone been 
here .. Japs ... Japs ... bastards must have been 
Japs yesterday, I couldn’t have imagined it : 
must have ... I know, I had a bog here, I know ... 
big toe marks, Japs have been here since | ... 
glasses! ... here! ... this stump, this stump! ... I 
know they’ve got that map ... i 


a coward .. 


No 


they’ve got it ... Il 


got to get back ... they’ve got that ... ammuni- 
tion dump, forward outpost ... oh Jesus ... no... 
no... Oh . on . Jesus ... I’ve gotta to get 
back now, I’ve just got to ... sick, sick ... sick ... 
forget it ... got to get back ... Bitoi ... Jewisi- 
pah ... Bitoi ... get down there ... to the left ... 
keep going to the left ... no ... oh ... oh... off 


down the Bitoi 
. oh Jesus, means my boys ... 


. oh Jesus I’ve got to find them 
means my Com- 


pany cut off and they get in there God! 
there’s only thirty to a Company ... oh ... only 
a Platoon establishment ... oh Jesus I can’t ... oh 


Jesus, no, I’ve got to get back ... oh Christ, yes ... 
yes . my fault, my fault Jeez I’ve made a 
mess of it this time, I'll have to hand it in, I’ll have 


to hand it in, I'm not fit to lead men, no... Officer, 
me a commission ... never ... adog ... Pil ... 
ran away in the face of it ... a dog ... I left me 
mates ... oh no it wasn’t you Macka ... it wasn’t 
you, it wasn’t you son ..... 
“A man’s going mad talking to himself oh 
. I can’t stand ... law of averages ... you must 


... oh ... human body can only stand so much ... 
I’ve got to get back (coughs, splutters and retches) 

. water’s crook by Jeez water’s bloody 
crook ... the bastards ... they’re still going it up 
there ... by Jeez ... I’m cut off again, got between 
the bastards again ... not the second time, I can’t 
get away with it twice ... oh Jeez ... I’m always 


one out . one out why am I one out? 
striking all this strife ... oh ... reinforcements ... 
reinforcements ... relief.” 

Discussion 


It is reasonable to state that this patient 
was subjected to several periods of great 
stress—great enough to be of traumatic sig- 
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nificance, i.e., there was an enormous jp. 
crease in the violence, intensity and amount 
of stimulation of the ego from without, re. 
sulting in serious disturbance of the psychic 
economy. 

Prior to commenting on the rationale of 
this treatment, it is necessary to state briefly 
our concepts of the psychodynamics involve 
in the patient’s reaction to trauma, 

The stress involved in these traumatic 
events can be considered as of two types: 


i 


(1) In episodes 2, 4, 5 and 6 there is predomni- 
nantly a threat to life itself and intense anxiety js 
associated with this. 


lod 


(2) In episodes 1, 7 and 8 there is, in addition to 
anxiety resulting from threat to life, a large pro. 
portion of guilt resulting from super ego censure 
of the ego for succumbing to the need to preserve 
life: i.e., for killing the prisoner, for allowing the 
young man to go with him on patrol and for “dog. 
ging it.’”’ In these instances then, the ego is under 
both external stress and internal stress at the ego- 
super ego boundaries. 


The chief psychic mechanism used by this 
patient to “handle” these traumata was re- 
pression. In the first group of episodes there 
was repression of affect only, as the patient 
was able to relate the incidents during an- 
amnesis. The fact that affect had been re- 
pressed was indicated by his ‘trauma 
dreams” — especially the one of being 
drowned. In the second group of episodes 
repression operated to a varying extent. In 
the first of these, No. 1, there was repression 
of affect only, as the patient was partially 
aware of his guilt feelings. In the second, 
No. 7, there was repression of the whole in- 
cident, although there was no great repres- 
sion of the context of the incident, viz., a 
twelve day patrol. In the third, No. 8, there 
was immediate gross repression resulting in 
ego-dissociation and fugue. This varying 
extent of repression was probably related 
to both the increasing amount of stress, and 
the fact that as time went on the ego was 
carrying an ever increasing load of counter- 
cathexes, leaving a diminishing amount of 
libido available for the disposal of the ad- 
ditional traumatic stimuli. Onset of the 
fugue may have been contributed to by 
physiological stress as the patient had given 
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blood for transfusion and is believed to have : 


had M.T. malaria at the time of the fugue. 
The clinical appearances of the patient 
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seven years later are regarded as being di- 
rectly o1 indirectly related to the presence 
of repressed affect and idea, being produced 
either by (1) introversion of libido from ob- 
ject cathexes to provide counter-cathexes 
to maintain repression: or (2) secondary 
mechanisms used to handle partly-released 
affects. Introversion of libido caused many 
symptoms that can be described as inhibi- 
tory, that is, the blocking of ego functions 
that have suffered withdrawal of libido or 
pecome symbolically linked with the trau- 
matic event. Inhibition thus affected sexual 
function (impotence), general structured 
mental activity (concentration), and organ- 
ised psychomotor activity (ability to work). 
Partial release of repressed affect leads to 
increased activity at the ego-soma boundary 
resulting in (1) increased sensitivity of the 
ego to minor stress, endogenous or exo- 
genous, manifested clinically as extreme in- 
somnia and irritability; and (2) increased 
propensity for discharge into the visceral 
and somatic effector components of the ner- 
vous system. This accounts for the sweat- 
ing, tremor, weeping and tachycardia. 
Objectives 

The procedures used in the treament of 
this patient were directed at the following 
inter-related objectives. 

(1) To secure adequate cathartic release 
of affect. To achieve this it was found nec- 
essary to abreact each trauma repeatedly. 
The advantages of hypnocatharsis over nar- 
cocatharsis are that in the former dissocia- 
tion of consciousness to allow regression can 
be controlled to such an extent that the phy- 
sician is sure of the patient’s orientation in 
space and time throughout the catharsis, 
and that affective release is considerably 
greater with the former, 

(2) To bring into consciousness the idea- 
tional derivatives of repressed material, i.e., 
to recall the amnesic period. Transposition 
in space and time, and subsequent reliving 
of the traumatic event under hypnosis does 
not, per se, result in recall to consciousness. 
This is so because the patient is amnesic to 
what has occurred under hypnosis. Thus 
recall under hypnosis and catharsis does not 
overcome the repressing forces which pro- 
duced the amnesia. To accomplish this one 
of three procedures may be used. 
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he has repressed, The intensity of affec- 
tive release on hearing the play-back invari- 
ably produces a further catharsis and the 
patient is conscious of this. Sometimes the 
autonomic manifestations of an acute anx- 
iety attack begin to appear. Intensity of 
these can be controlled by fractional play- 
back. 

(3) To resolve conflict and encourage in- 
sight. 

It is our practice to play each recording 
to the patient many times. After he has 
heard it twice or thrice the conscious abre- 
action diminishes and he begins to comment 
on the material. He interprets his response 
to the trauma, and makes purposive efforts 
at explaining the personal, moral and social 
aspects of what has occurred. He is as- 
sisted in this resolution of ego-super ego 
conflict in a non-directive manner. This 
process clearly involves the development of 
insight. 

(4) To relieve symptoms. 

While it has been recognised since antiq- 
uity that confessional catharsis is an ef- 
fective aid to psychic equanimity, and the 
psychic mechanisms involved in this have 
been understood, to some extent, for years, 
it is less clear why treatment such as this 
should result in improvement of physical 
symptoms. The senior author’ has described 
the psychopathology of the traumatic neu- 
roses, On these postulates, and on those 
more basic ones in Freud’s “Inhibitions, 
Symptoms and Anxiety,” clinical improve- 
ment can be said to be due to release of 
libido from counter-cathexis of the re- 
pressed material, and from cessation of dis- 
charge through autonomic channels as a 
result of lowering of the barrier to dis- 
charge through direct channels. 

The facts that such great improvement 
occurred in this and similar cases treated 
on the same principles, and that this oc- 
curred without the use of suggestion, have 
considerable relevance to the sometimes 
queried validity of the basic concepts upon 
which this treatment is designed. 


Conclusion 


This case is recorded for the following 
reasons: 
1. It demonstrates the use of the wire 
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(a) Classical psychoanalytic free association. 

(b) Instruction under hypnosis to remember 
what has occurred. 

(c) The whole session can be recorded and later 
played back to the patient while he is fully con- 
scious. 

While the first is probably the method of 
election, it remains a counsel of perfection 
when large numbers of cases are to be 
treated. While the second is not identical 
with the type of suggestion so completely 
rejected by Freud,° the psychodynamics in- 
volved in its use are sufficiently analogous 
to it that Freud’s criticisms apply. Ex- 
pressed briefly the repressing forces are 
overcome by command rather than by the 
working through and analysis of the resis- 
tances to recall. There is in addition a more 
directly practical objection to this method 
as sudden recall of the whole of a previous 
trauma may in itself constitute another 
trauma and produce an acute anxiety attack. 

In the third method, as used in this case, 
the fully conscious patient is confronted 
with a combined affective and ideational re- 
production—his own reproduction—of what 
recorder and a technique of play-back of his 

abreaction to the patient. 
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2. It indicates that it is possible to obtaiy 
a massive abreaction eight years after the 
traumatic event. 
cases that abreaction of affect can be jn. 
duced thirty years after the event, as we 
have in 1950 induced a reaction of affect as. 
sociated with events in trenches during 
World War I. 


3. It indicates that adequate abreactioy 


of affect can be obtained with hypnosis in g 
case where repeated attempts with Pento. 
thal Sodium have proved ineffective. 
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Variability of Deterioration in Schizophrenia 


SOL LEvy, M.D., and R. H. SOUTHCOMBE, M.D. 
Medical Lake, Washington 


There has long existed a diversity of opin- 
ion in regard to the various syndromes 
classified among the schizophrenias. The 
malignant tendency of adolescent or puber- 
tal insanity has long been recognized. The 
early, now classical, reports of Morel, 
Hecker, Kahlbaum and Kraepelin bear am- 
ple evidence and today all workers in this 
particular field seem to agree that when a 
functional psychosis, especially schizophre- 
nia, occurs in juveniles it is potentially 
chronic in nature tending to run a malignant 
and sometimes “catastrophic” course. It 
has also been shown that for this group of 
patients, not only the prognosis but also the 


From Eastern State Hospital. 

Read at the 1951 Annual Meeting of the Ameri- 
can Orthopsychiatric Association at Detroit, Mich- 
igan. 
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response to even the newer types of treat- 
ment is extremely poor, In a previous paper 
dealing with the value of convulsive therapy 
in juvenile schizophrenia,' it was pointed out 
that the convulsive therapies do not appear 
to influence the course of schizophrenia 
when occurring in patients before the age 
of 18 years, which is in contrast to the fa- 
vorable response to this treatment in adult 
schizophrenia. Because of these factors, 
some authors claim that juvenile schizophre- 
nia is an entirely different illness than the 
so-called adult schizophrenia and should be 
recognized as such. 

It has also been found that at least from 
the clinical point of view, the so-called ju- 
venile schizophrenia has much in common 
with the type of schizophrenia manifesting 
the first but insidious development of symp- 
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toms during the involutional period of life. 
Both these types show a rather malignant 
course of the illness and an extremely poor 
response to the newer therapies, including 
not only the convulsive treatments but also 
sychosurgery, while on the other hand the 
so-called adult schizophrenia, occurring after 


- adolescence and before the involutional pe- 


riod, does not seem to run such a rapid and 
malignant course and seems to respond much 
more favorably to the newer types of treat- 
ment. The reason for the marked similar- 
ity between the juvenile and the involutional 
type of schizophrenia can only be surmised. 
One author’ in this connection suggests that 
in both of these forms the gonades or sex 
glands are involved—in the one form, the 
juvenile, the gonades, according to this au- 
thor, have never functioned, while in the 
other form, the involutional, they have stop- 
ped functioning. Various other reasons for 
this similarity are given by other authors 
but it is beyond the scope of this paper to 
mention them in detail. 

Again, at least from the clinical point of 
view, patients with the juvenile and the in- 
volutional types of schizophrenia appear to 
deteriorate much faster than patients with 
the adult type. Usually after a few years of 
hospitalization patients belonging to the ju- 
venile and involutional types have been re- 
gressing to such a degree that they are only 
able to lead a vegetative life on a back ward 
of a mental institution, showing complete 
disorganization of personality and what 
Campbell’ calls a complete ‘schizophrenic 
surrender.” Their clinical picture is domi- 
nated by loss or defect, by deterioration of 
function with only trifling or episodic mani- 
festations of the adaptive anomalies of be- 
havior and thought. This picture can be 
best described in Campbell’s words as one of 
“self-abandonment, of self-surrender, of ac- 
ceptance of life at a low, automatic level.”’ 
On the other hand the patients belonging to 
the adult group of schizophrenia show still. 
after many years, at least from the clinical 
point of view, more initiative, more sociabil- 
ity and more interest in their person and sur- 
roundings. In other words, they have at- 


tained some sort of tolerable equilibrium or 
adaptation, an attempt, however, at an in- 
ferior or immature level, without showing 
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the disorganization of thought and behavior 
which is spoken of as ‘schizophrenic sur- 
render.” 

The material in the present stuu; sub- 
stantiates the above-mentioned clinical im- 
pressions of the similarity between the ju- 
venile type and the involutional type of 


schizophrenia. As _ previously mentioned, 
both these types clinically produce rapidly 
deteriorating and disintegrating personali- 
ties in addition to showing, as was noted in 
a previous paper, an extremely poor re- 
sponse to the ‘newer therapies, which is in 
contrast to the results obtained with these 
therapies in adult schizophrenia. 

A total of 75 schizophrenic patients who 
have been ill for at least 14 years, and who 
have been hospitalized ai Eastern State Hos- 
pital for at least 12 years, were used for this 
study. The diagnosis of schizophrenia in all 
these patients was based not only on com- 
plete social histories, and clinical examina- 
tions, but also was confirmed by various 
psychological and adjunct tests. All 75 pa- 
tients at the time of this study have had ap- 
proximately the same duration of illness and 
all have received approximately the same 
type and the same amount of therapy. These 
75 schizophrenic patients were then divided 
into three distinct groups each consisting of 
25 patients. In the first, the juvenile group, 
the onset of the illness was either before or 
during the adolescent period of life; in the 
second, the adult group, the disease had its 
onset after adolescence but before the in- 
volutional period of life; and finally, in the 
third, or involutional group, the first onset 
of symptoms occurred either during or very 
shortly after the involutional period of life. 
The various types of schizophrenia, such as 
simple, hebephrenic, paranoid, catatonic and 
mixed, were as equally distributed as pos- 
sible among the three groups. 

The purpose of this study is to determine 
the degree of deterioration in each one of 
the patients by means of one psychological 
test only, and if possible to establish a cor- 
relation between the degree of deterioration 
and the patient’s age at the onset of the ill- 
ness. It was felt that since other factors 
such as age of patients, duration of illness 
and length of hospitalization as well as the 
amount and type of therapy were approxi- 
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mately equal in all patients, one test should 
be used rather than a battery of tests. After 
careful consideration of the psychological 
tests available for this type of study, it was 
found that, at least from our point of view, 
the Wechsler-Bellevue Intelligence Scale for 
Adolescents and Adults, Record Form I was 
the most practical for the determination of 
deterioration in the individual patients. 
None of the 75 patients comprising the study 
had been given this test previously and the 
test situation was approximately the same 
in all patients. 

The tests were administered by two grad- 
uate psychology students who were as- 
signed the patients without knowing their 
diagnoses, background, or other details and 
without knowing the ultimate purpose of the 
test. Also, the patients were assigned to the 
examiners at random regardless of their 
classification into one of the three sub- 
groups. 

Of the 25 patients comprising the juvenile 
group, there were 18 males and 7 females. 
The average age in this group was 30 years 
and 2 months, and the average duration of 
the illness was 14 years and 9 months. Thus 
the average age of the patients in this group 
at the onset of their illness was 15 years 
and 3 months. 

In the second, the adult group, there were 
15 males and 10 females. The average age 
of this group was 47 years and 3 months and 
the average duration of the illness was 14 
years 3 months. Thus the average age at 
the onset of the illness was 34 years. 

Finally, in the third, the involutional 
group, there were 19 males and 6 females. 
The average age in this group at the time 
of the study was 63 years and 6 months, and 
the average duration of the illness was 14 
years 5 months. Thus the average age at 
the onset of the illness was 49 years and 1 
month. 

In the first, the juvenile group, there was 
an average of 53.3 percent loss or deteriora- 
tion beyond the expected average loss for 
this group. In the second, the adult group, 
the average per cent of loss or deterioration 
was 23.3 per cent beyond the expected aver- 
age for this group, while in the third, the 
involutional group, it showed an average of 
42 per cent loss or deterioration beyond the 
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expected average for this group. If these 
figures are compared relatively they reveal] 
that the juvenile group showed, as an aver. 
age, 130 per cent more deterioration than 
the adult group, and only 27 per cent more 
deterioration than the involutional group, 
while on the other hand, the involutiona] 
group showed, as an average, 80 per cent 
more deterioration than the adult group. 


Discussion 


Deterioration in schizophrenia has always 
been a rather embattled and controversial 
problem. The older literature, especially the 
German Literature, has favored a concept 
of deterioration in schizophrenia and spoke 
of schizophrenic scarring, emotional blunt- 
ing and intellectual deterioration after every 
schizophrenic episode. The term deteriora- 
tion has also variously been defined and 
more recently Shakow' in his monograph on 
The Nature of Deterioration in Schizo- 
phrenic Conditions, defines it as “function- 
ing at a level below the subject’s character- 
istic optimal performance due to an integral 
impairment of the organism rather than to 
such temporary and extrinsic factors as 
passing physical illness, fatigue, emotional 
disturbance or poor external conditions for 
performance.” 

Among the many studies appearing on 
this subject, none as far as we were able to 
ascertain, dealt with the variability and de- 
gree of deterioration in schizophrenics rela- 
tive to their ages at the onset of the disease. 
There have been studies dealing with the 
deterioration in the various types of schizo- 
phrenic reactions, the various age groups of 
the patients at the time of the study and 
also with the so-called vegetating schizo- 
phrenics, regardless of the duration of the 
illness or age at the onset. Most of the au- 
thors investigating this particular aspect 
have used a battery of tests and in most of 
the studies many variables were present, es- 
pecially in regard to the length of the illness. 
Others investigated only different aspects of 


deterioration such as determining temporary | 


against permanent loss of functions. Almost 
all authors, however, seem to agree that 


once the deterioration has been present for | 


10 years, it is irreversible and the depth of 
deterioration remains fairly constant.’’* 
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Furthermore, there is also more or less com- 
plete agreement that some patients in the 
beginning show very rapid and profound de- 
terioration, while others show little or very 
slow deterioration, but that after 10 years 
this deterioration is relatively constant.*’* 

Finally, there is general agreement that 
some degree of deterioration is to be ex- 
pected in every psychosis and that the mere 
existence of psychosis implies deterioration- 
lessened efficiency in performance. It is 
therefore, not so important whether or not 
the patient is deteriorated, but it is of ut- 
most importance what degree of deteriora- 
tion the patient manifests.‘ Because of these 
reasons Only patients whose illness had been 
present for at least 12 years and who have 
been hospitalized for at least the same pe- 
riod of time were included in this study, and 
also for this same reason, all other things 
being equal, only one test was used. 

Shakow' who used a group of schizophren- 
ics regardless of the age of patients at the 
onset of the illness, concluded in his mono- 
graph that although the superficial intellec- 
tual disturbance is not marked in schizo- 
phrenics, there is a disturbance of the bal- 
ance of function and the ability to concep- 
tualize. He also stated that it is not pos- 
sible to generalize readily with respect to the 
similarities or differences between ‘“func- 
tional” or “organic” deterioration but that 
there does seem, however, to be some ground 
for believing that with increasing profun- 
dity of disturbance the two groups tend to 
converge, Arieti’ found that the final stages 
of schizophrenia are characterized by 
marked deterioration and he concluded that 
the evidence of his study suggests, but does 
not demonstrate, that the schizophrenic 
process either is organic in nature, or at a 
certain stage is associated with organic 
changes. On the other hand, Kendig and 
Richmond* in their study found little or no 
mental loss in schizophrenia with retests, 
indicating functional impairment rather 
than permanent loss. Layman’ in an inter- 
esting experiment in which the performance 
of a group of 20 schizophrenics on a bat- 
tery of psychological tests was compared 
before, during and after the administration 
of Sodium Amytal, found that the perform- 
ance under the drug was superior to that 
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under other circumstances and concluded 
that much of what appears to be the result 
of deterioration is due to psychotic inter- 
ference, while to a certain extent the ca- 
pacity remains intact. Finally, Kant* after 
Sodium Amytal studies of 100 schizophren- 
ics who had been ill for at least ten years 
concluded that: first, extreme withdrawal is 
always accompanied by extreme disorgani- 
zation; second, thought disturbance of a 
specific schizophrenic type and ‘“‘queerness” 
were present in all patients; and third, the 
three true original basic types of schizo- 
phrenia could still be clearly re-established 
under Sodium Amytal. 

The results of the present study, which 
attacked the problem from a different angle, 
namely the attempt to establish the variabil- 
ity and degree of deterioration in various 
groups of schizophrenics with regard to 
their ages at the onset of the illness, defi- 
nitely show that the degree of deterioration 
is quite different in the various groups, and 
appears to be related to the age of the pa- 
tient at the onset of the disease. It is most 
marked in the juvenile group followed by the 
involutional group, and least marked in the 
adult group. This would confirm the clin- 
ical impression as far as the disintegration 
of personality of patients belonging to the 
various groups is concerned, and would also 
tend to confirm the general impression that 
if schizophrenia occurs before the age of 18 
and after the age of 45, it tends to run, with 
only rare exception, a malignant course and 
tends to produce marked mental deteriora- 
tion. It is interesting to note in this re- 
spect that the results of a previous study’ 
in regard to the value of shock therapy 
in schizophrenia showed similar findings, 
namely that the best response to the newer 
treatments was obtained in the adult type 
of schizophrenia, while the poorest results 
were obtained in the group of juvenile schiz- 
ophrenics. The response to treatment of the 
involutional group lies between the two. 
Whether or not the marked deterioration 
and the poor response to treatment in these 
two groups, as contrasted to the adult group, 
is based upon a somatic or constitutional 
etiology rather than on a psychogenic one 
can only be speculated upon, and further- 
more, as mentioned in the previous paper, it 
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can also only be surmised whether or not 
the juvenile type of schizophrenia and the 
involutional type of schizophrenia represent 
entirely separate disease entities when com- 
pared to adult schizophrenia. If the etiol- 
ogy of the former types should turn out to 
be mainly somatic or constitutional, the 
term dementia praecox, as Bellak” suggests, 
should be reserved for them, while for the 
adult type, if the etiology turns out to be 
mainly psychogenic, the term schizophrenia 
should be used, This then could explain the 
clinical course of the illness, the prognosis 
and the response to treatment which in all 
cases seem more grave, in dementia praecox 
and more and more favorable in schizo- 
phrenia. 
Summary and Conclusion 

This study represents an attempt to de- 
termine the variability of deterioration in 
different schizophrenic groups in regard to 
the patient’s age at the onset of the illness; 
75 patients with an average of at least 14 
years duration of illness and with an aver- 
age of at least 12 years hospitalization were 
used in this study and were divided into 
three groups of 25 patients each. In the 
first, the juvenile groun, the onset of the ill- 
ness was either before or during the ado- 
lescent period of life; in the second, the adult 
group, the disease had its onset after the 
adolescent but before the involutional period 
of life; and in the third, the involutional 
group, the onset of the illness was during 
or shortly after the involutional period of 
life. The various types of schizophrenia 
were represented as equally as possible in 
each of the three groups. Only one psycho- 
logical test for determining deterioration 
was used, namely, the Wechsler-Bellevue 
Seale for Adolescents and Adults, Record 
Form I, and the test situation was approxi- 
mately the same in all patients. 

The results of this study indicate that 
there appears to be a definite correlation 
between the degree of deterioration and the 
age of the patients at the onset of the dis- 
ease. This relationship is evidenced by the 
fact that the greatest degree of deteriora- 
tion is present within the juvenile group, fol- 
lowed in severity by the involutional group, 
and that the least degree of deterioration 
occurred within the adult group. This, to 
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a certain extent, is in agreement with the 
clinical observation, as far as the disinte. 
gration of personality among patients be. 
longing to the various groups is concerned. 
There is an extremely poor response to 
newer treatments, especially convulsive ther. 
apies, in the juvenile group, while the best 
results with the newer therapies were ob. 
tained in the adult group. Thus the concly. 
sion seemed justified that schizophrenia oe. 
curring before the age of 18 years and after 
the age of 45 years tends to run, with rare 
exception, a rather malignant course and 
tends to produce marked mental deteriora- 
tion, while on the other hand if the illness 
occurs after adolescence and before the in- 
volutional period of life, it tends to run a 
slower course and there is less deteriora- 
tion present. 

Finally on the basis of this study, the 
question was raised whether or not the ju- 
venile type and the involutional type of 
schizophrenia both represent different dis- 
ease entities when compared to adult schiz- 
ophrenia, 
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Group Psychotherapy In Reverse 


J. W. KLAPMAN, M.D. 
Chicago, Illinois 


It would be a great comfort to know that 
psychotherapy is sO much pure science and 


so impersonally governed by exact laws of. 


interaction that the practitioner’s private 
motivations and biases never entered his 
ministrations. But this is pure paradox and 
physical impossibility, because it is the per- 
sonality of the therapist, such as it is, which 
is one of the main therapeutic instrumental- 
ities. The chemist’s skills are independent 
of his personal bias, except insofar as his 
intellectual blind spots prevent him from 
deriving the logical conclusion from _ ob- 
served phenomena. But the working out of 
any law or generalization, or the production 
of any material is independent of his private 
motivation. This is a far cry from psycho- 
therapy wherein the product is itself di- 
rectly conditioned by personal factors in the 
therapist. 

From which it may be appreciated that if 
the total practice of medicine be an art, then 
psychotherapy is one of the finest of fine 
arts. 

It is highly probable that the most treat- 
able individuals are those whose deeper per- 
ceptions retain a high integrative capacity. 
It is on this ability that we draw in treat- 
ment. The phenomenon is described by Reik 


in the following: 

“The psychological condition of analytic conjec- 
ture of repressed impulses is a similar unconscious 
change in the ego for the fraction of a minute to- 
gether with a subsequent reversion to a former 
state and the power to discern our own former 
(transformed) ego objectively in the other person.”’! 


“The other person,” the patient, if he is 
treatable often does the same thing, and is 
influenced by that psychological process even 
if unconsciously. These flashes are a real 
“meeting of the minds.” Thus it is probable 
that the beneficial effect of psychotherapy is 
dependent upon and proportional to the same 
capacity in the patient, Instances in which 
the patient is able to anticipate the therapist 
and perform an “analysis in reverse,” are 
not unusual. Thus emerges the realization 
that ordinarily it is the therapist’s own char- 


acter and personality which are the chief 
therapeutic agents. That is the sound prem- 
ise supporting the reasoning that the ana- 
lyst or therapist must himself undergo an 
analysis. Unfortunately, it would appear 
that the therapists involved here have so 
many deficiencies in their own characters 
that the results of these training analyses 
are too often inadequate. 

This must remain one of the limiting con- 
ditions of psychotherapy, placing a ceiling 
on its possibilities, since it would appear 
Utopian to expect such superlative degrees 
of personal perfection on the part of every 
therapist. There are, however, strategic 
points at which the importance of psycho- 
logical, intellectual, emotional and ethical 
integrity must be emphasized, and such all- 
important desiderata can be at least par- 
tially controlled. This involves in a very 
real sense a vast group psychotherapy 
project. 

The strategic point is the character of 
leadership in therapeutic institutions, e.g., 
clinics, hospitals and schools. If even in in- 
dustry it is being increasingly recognized 
that production is facilitated and increased 
in a friendly, permissive psychological cli- 
mate and steps are taken to promote it, what 
shall be said of those organizations and in- 
stitutions whose very stock-in-trade are the 
very skills in creating those beneficial con- 
ditions? The key figures here are, of course, 
the leaders and heads of these therapeutic 
organizations, and psychotherapy is of ne- 
cessity profoundly influenced by these lead- 
ers through those whom they lead. This is 
group psychotherapy with a vengeance, if 
you please, and too often group psychother- 
apy “in reverse.” It may, therefore, prove 
very pertinent to depict some characteristic 
“types” of leaders or central figures who are 
so intimately concerned in group psycho- 
therapy on such a tremendous scale, Here 
as elsewhere in psychotherapy few “types” 
exist in “pure culture.” There is usually 
an admixture and the actual variety of types 
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may be as numerous as the many central 
figures involved. 

1. The Pontiff, or “The Autocrat of the 
Conference Table.” 

He is an elderly gentleman who has at- 
tained considerable distinction in his profes- 
sion. He has occupied a high-ranking posi- 
tion in his department of a prominent medi- 
cal school. He is reputed to be an excellent 
psychiatrist, but if you listen carefully you 
may discover that his knowledge is, or is in 
the process of becoming somewhat insular. 
The dry land connections between the is- 
lands of knowledge are being progressively 
submerged, and we may speculate that this 
unfortunate consequence is not so much due 
to a learning difficulty as the result of the 
subtle, corrosive and more remote effects of 
his pristine narcissism. You become in- 
creasingly aware of the insular quality of 
his professional outlook if you follow his 
prognostications about patients and discover 
them wrong with a high percentage of error. 
Approximately some such prognostication 
as: “This patient is not schizophrenic. She 
is a rebellious female and if you get her out 
of the house and get her a job she’ll get 
along swimmingly.” Two months later she 
needs to be rehospitalized. 

The ‘Pontiff’? maintains a great distance 
between himself and his staff. Most of the 
time he is not seen in the establishment. He 
is like God (certainly God’s vicar), unseen, 
unheard, but omnipresent. When, at odd 
and unexpected moments, he rushes by in 
the corridors scarcely acknowledging the 
presence of associates or subordinates, he 
checks on what time the staff arrives and 
leaves and how much time was taken for a 
cup of coffee. It leads one to wonder whether 
he is not encountering some difficulty in fill- 
ing in his own time with useful concerns. 

But when staff meeting is in the offing, 
then all his pontifical powers come to frui- 
tion. He monopolizes the discussions and 
holds forth at tremendous length; lights up 
the minutest recesses of his underlings’ 
minds. His jokes are the wittiest, his knowl- 
edge is the brightest, his diction the most 
mellifiuous. 

It isn’t safe to differ with him about any- 
thing. The members of the staff tread softly 
in his vicinity. Amongst themselves, when 
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the coast is clear, there can often be over. 
heard considerable twittering about the boss 
imitations of his mannerisms or his gait 
etc., etc. But despite their good nature there 
is a sub-surface uneasiness. In such an at. 
mosphere diplomacy and maneuverability 
are raised to the highest pinnacle of virtue. 

It is not intended to derogate the virtues 
of diplomacy. Its praises are frequently 
sung in the medical profession, because 4 
doctor often has to use tact in getting pa. 
tients to follow medical directions, making 
an obscure diagnosis, or bringing the pa. 
tient and his family around to the profes. 
sional or scientific point of view. Thus dj- 
plomacy ranks high in the doctor’s scale 
of values. 

So we must do the art of diplomacy jus. 
tice. Of course, diplomacy in its true frame 
of reference applies more accurately to the 
realm of international politics, but it is bor. 
rowed by other disciplines because it has 
acquired some romantic associations. Still 
the quality of diplomacy which really ap- 
plies to medical considerations is the more 
forthright, familiar and homelier term, 
“tect.” 

But if we examine the quality or attribute 
of tact more closely it will be found to have 
been employed in two almost diametrically 
opposite ways as far as the motivation of 
the tactician is concerned, to wit: 

(a) Benign tact. A quality or ability to 
foresee that which is apt to cause unneces- 
sary pain, embarrassment or discomfiture 
with intent of circumventing it. 

(b) Machiavellian tact. The ability and 
quality of sufficiently identifying with an 
arbitrary and more or less tyrannical figure 
in authority in order to derive a knowledge 
(perhaps more correctly, a feeling or inti- 
mation) of his reactions to given situations 
with the intent of avoiding unpleasant con- 
sequences to oneself, in order to comply with 
arbitrary wishes and desires of the author- 
ity, and to curry favor with him. To a large 


extent this is our old friend in very light 


disguise, “appeasement.” And, actually, the 
number of situations which will require ap- 
peasement of the “Pontiff”? become legion. 
Thus it becomes apparent that the trenchant 


distinction between the two kinds of tacti-} 


cians is the nature of the motivation or goal. 
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The practitioner or devotee of Machiavel- 
lian tact is apt to say he does not agree with 
the “Pontiff,” and may even seem to deplore 
the situation, “but you know you gotta get 
on and adjust to and accept the situation.” 

There are no hard-and-fast rules and 
even appeasement is justified in some situa- 
tions, but the readiness to accede to it ar- 
gues for a tendency toward certain selfish 
motivations and goals. Perhaps it argues, 
too, for a great receptivity to the kind of 
motivation which accommodates itself so 
readily to the wishes and perspectives of the 
Pontiff. Perhaps it is an open valence of 
motivation, remaining to be filled and shaped 
by current trends. What may and seems to 
happen under these circumstances is sug- 
gested by Reik' in his remarks on the art 
of the theatre: 

. on stage, in other words, he becomes Ham- 
let or Faust, feels what they feel. He must be 
transformed into Hamlet or Faust when he acts 
them. There is only one way for such a thing to 
happen. He has to feel again and anew what he 
felt or experienced when he met Hamlet or Faust 
for the first time—in a book or at the theatre as 
the case may be. Otherwise he will never touch 
us; he will leave us cold.” 

Apply these concepts to the Machiavellian 
tactician and the resultant seems to be some- 
thing genuinely Machiavellian in his make- 
up. The actor has the boundaries of his 
art, or let us say, his temporary identifica- 
tions well marked out, but the Machiavellian 
tactician does not, and the practice of Machi- 
avellian tact confirms and patterns the moti- 
vation. As we well know the generation 
now coming to maturity in Germany have 
never wholly succeeded in combing nazism 
out of their hair. 

Now the “Pontiff” is very keenly and em- 
phatically alert to the degree of conformity 
in his underlings’ personalities. His nar- 
cissism may eventually grossly affect his 
judgment, but: during his vicarage of the 
omniscient he is ever on guard against 
usurpers. He must maintain his position of 


| preeminence even though consciously or un- 


consciously he must do great violence to 
some aspects of reality and even of moral- 
ity. For example, he has a well-trained 
staff of experienced and competent workers, 


‘| but knowingly or not, he will maintain a 


condescending air toward them, “You’d 
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better study up on this the next time. Our 
time is just being wasted this way. I'll have 
to quiz you on this,” or words to that effect. 
Also, in common with some accepted pat- 
terns in psychotherapy the “Pontiff” may 
affect some crocodile tears over the plight 
of the patient, but when it comes to deal- 
ing with an employee, especially one sus- 
pected of the heinous offense of non-‘‘yes- 
manism”’ it is noteworthy how all psychi- 
atric principles are suspended or completely 
abrogated and what a cold ferocity enters 
into the procedure. 

The doctor or other worker who is not a 
genuine devotee of Machiavellian tact, but 
who says, “my position here is so necessary 
to me that I’ll just have to ’knuckle under’— 
at least stay out of his direct line of vision” 
may be in for a rude shock. A word, a 
movement of his eyelid, a pause, an infinites- 
imal gesture, may betray him to the ‘Pon- 
tiff’ and “off with his head.” The ‘Pontiff’ 
knows a genuine yes-man from a pseudo- 
yes-man, and methodically he cultivates his 
garden, ignoring his cabbages, potatoes and 
flowers, but keeping a canny eye out for the 
yes-man weeds and weedlings. 

It goes down into the very fine, delicate 
end-roots of motivation. In an individual 
who habitually thinks things through in the 
light of objective, logical and ethical consid- 
erations those roots will have taken firm 
hold and the resultant will be a fairly stable, 
although not unmodifiable, frame of refer- 
ence by which sound judgments are effected. 
But what of the many quite competent work- 
ers whose perspectives, criteria and moti- 
vations are derived more by rote than by 
original and independent thinking, those 
who habitually accept ready-made patterns, 
or whose attitudes and convictions are al- 
ways in process of formation and hence very 
labile? Such persons, it would seem, are 
the majority. They accept opinions and be- 
liefs solely on authority, and at best develop 
only a mild doubt or cynicism. They become 
part of the vast human reservoir of apathy 
and indifference by which the just and true 
are tarred with the same brush as their anti- 
theses. It is generally a most uncreative 
attitude, and it is this to which their pa- 
tients are exposed, It is a routine, unimag- 
inative process and it would seem unlikely 
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that it could be the means of touching off 
a spark to ignite what residual or latent 
spontaneity or creativity the patient may 
have. If, ultimately, the patient, too, un- 
consciously senses these very drab attitudes 
in the therapist how much reliance will he 
come to place in the validity of objective 
reality or of the intrinsic value of proposed 
goals? Just what may be the finer nuances 
of the transference and countertransfer- 
ence? What is the motivational ground- 
work and matrix which can be instilled in 
the patient? 

To the extent that the “Pontiff” contrib- 
utes these elements to the practices of psy- 
chotherapy his influence has been decidedly 
deleterious. Investigate many such insti- 
tutions and you will discover psychotherapy 
dispensed in neat, aseptic packages, very 
methodically, routinely, and without a spark 
of creative imagination. 


2. The Martinet. 

He is an efficiency expert and runs his in- 
stitution like a drill ground. The body is 
there, but not the spirit. The employees and 
doctors goosestep to his orders. This is not 
the happiest environment for creative work, 
but as long as the employee goosesteps he 
can enjoy a measure of security. Because 
the “martinet’ ’is only following a plan of 
so-called efficient management, however 
stringent, it is still a freer atmosphere than 
that which prevails under the “Pontiff”; be- 
cause the “Martinet” has relatively little 
personal axe to grind. 


3. The Politician. 

The “Politician” is more apt to draw the 
doctor’s fire than any other kind of leader 
because, with Americans, politics is a spe- 
cial scapegoat, This will be especially true 
of a public institution. But lest you become 
too sanguine about private and free enter- 
prise it is well to remember that there is a 
brand of medical politician, a practitioner 
of politics within the profession, and the 
latter can be even more lethal than the po- 
litical politician. However abhorrent the 
term, politics, may be, the “politician” may 
prove to be a “blessing in disguise.” For, 
as the “politician” is motivated by an en- 
tirely different set of objectives he allows a 
great measure of freedom to his staff, and 
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although he may not encourage scientific 
endeavor he does not impede it. The free 
atmosphere he allows makes possible much 
independent and creative work. 


4. The Mature, Ideal Central Figure. 


How can he be described? He must per. 
force be practically a theoretical entity. His 


rarity, at least in a position of authority, js | 


conditioned by two powerful circumstances, 
First of all, a personality motivated go 
largely by a search for truth and so sensi- 


tive to the finest shadings of impartial jus. | 


tice, one who has made such a structure a 
living reality in his person, must necessarily 
be quite rare in itself. Secondly, by very 
reason of such motivation he seldom en. 
gages in the jostling for preferment. Thus, 
he is seldom chosen for posts of any im- 
portance, and when that occurs it is only if 
and when he has shown sheer or near-genius 
which cannot be denied. Most of such indi- 
viduals are ridden over rough-shod, This 
phenomenon has been deplored by Frank’ in 
the following: 

“Here we may note one aspect of the academic 
and professional situation that is of large impor- 
tance to the selection of future leaders, namely, the 
inevitable feeling by those in the field that since 
they have had to undergo the training and disci- 
pline, accept what they were taught and convince 
their teacher by their conformity to that teaching 
that they were competent, of necessity everyone 
else must be similarly treated. This attitude is 
wholly reasonable for a professional group that is 
concerned with maintaining and raising standards 
of training and performance in the men who will 
continue the professional work. In_ professional 
associations and boards the members are _ usually 
those who are the more aggressive individuals or 
more politically competent and so can win elec- 
tions «nd appointments to office where their ad- 
ministrative abilities can be exhibited. These quali- 
fications for office in professional organizations do 
not often go with creative ability but frequently 
blind these individuals to the significance of a less 
conventional thinker or worker .. .” 

The mature, genuine, ideal central figure 
sufficiently believes in the hard-earned wis- 
dom of the race, in the tenets of psychiatry 
and psychotherapy, to practice them with 
his colleagues and employees. When one of 
the latter is somehow deficient in the exer- 
cise of his duties he is apt to practice the 
same principles of psychological investiga- 
tion and treatment as he would employ with 


patients, in order to discover what disturbs 
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the employee and with an intent to allevi- 
ate it. 

Here is academic freedom where the real 
potentialities of his staff can flower. Here 
all that is creative in psychotherapy can 
thrive, and the “real thing”’ helps to inspire 
by precept and example. It is not all a mat- 
ter of knowledge, but also the subtle intima- 
tion of a motivation which enshrines ob- 
jective truth in its rightful niche and keeps 
a faintly-perceived goal of therapy always 
on the horizon. 


Summary and Conclusions 

The discipline of science tends to empha- 
size facts, especially concrete facts, and 
knowledge as the main desiderata, to the ex- 
clusion of other factors. This is slightly 
anachronistic in this era of atomic investi- 
gation, and certainly with regard to psy- 
chotherapy. Psychotherapy is certainly not 
all a matter of knowledge. We find regu- 
larly that parents, for example, ask for 
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knowledge in the management of their chil- 
dren; they want a formula and facts on how 
to handle their offspring, and find it very 
hard to realize that a truer gauge to their 
children’s behavior is not so much what 
they, the parents, do as what they are. It is 
more than possible that this may hold true 
for the psychotherapy of adults as well, and 
what the therapist is may be of just as great 
or greater importance than what he knows 
or how much he knows. The leaders in the 
field, no matter what or how much they 
know may greatly affect and place a ceiling 
on the possibilities of psychotherapy through 
their practice of group psychotherapy in re- 
verse, 
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Treatment of the Homosexual In Prison 


WILLIAM H. HAINES, M.D., and 
JOHN J. MCLAUGHLIN, M.D. 


Chicago, Illinois 


E. H. Sutherland,' the well-known crimi- 
nologist, offers the suggestion that it is just 
as reasonable to submit the sexual offender 
to the psychiatrist for treatment, as to send 
him to the dentist because he has dental 
caries. 

Joseph F. Fishman,’ in his book, “Sex in 
Prison” writes: 

“Tf, then, it has been found impossible over the 
space of hundreds of years to prevent the sex in- 
stinct from expressing itself when men are de- 
prived of association with the opposite sex for only 
comparatively short periods of time, how can any 
reasonable person expect to prevent it in penal in- 
stitutions, in many of which men are out of con- 
tact with women for 5, 10, 15, 20 or more years. If 
it is impossible ‘on the outside’ it is doubly and 
trebly impossible behind prison bars.” 


From the Behavior Clinic of the Criminal Court 
of Cook County, Chicago, Illinois. 

Presented at the Annual Meeting of the Medical 
Correctional Ass’n, Biloxi, Miss., Oct. 23, 1951. 





He lists several reasons why it is so hard 


for those in prison to adjust sexually: 

1. Many of those in prison led unrestrained: lives 
outside. 

2. In most penitentiaries and in practically all of 
the 3500 county jails there is little if any work 
for the prisoners. 

3. The predominant subjects of conversation are 
crime and sex. 

4.There is a greater percentage of homosexuals 
within the prison than outside. 

5. The routine is such that the inmates spend much 
time each day in their cells by themselves. Very 
few people have sufficient resources within them- 
selves to stand their own company for an ex- 
tended period of time. 

Victor Nelson* in his book, “Prison Days 
and Nights” writes: 

“To a man dying of hunger and thirst it makes 
very little difference that the only available food 
and water are tainted. Likewise it makes little or 
no difference to the average prisoner that the only 
available means of sexual gratification are abnor- 
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mal. It is merely a matter of satisfying as best 
he can the hunger which besets him—I mean not 
only sexual intercourse but a hunger for the voice, 
the touch, the laugh, the tears of woman; a hunger 
for woman herself.” 

Dr. Harry Elmer Barnes writes, “If we 
were consciously to plan an institution per- 
fectly designed to promote sexual degen- 
eracy, we would create the modern prison.” 

Those who have served in the Navy will 
recall the saying, ‘Any old port in a storm.” 

Lastly, we must remember the words in 
Genesis, Chapter 2, Verse 18: “It is not good 
for the man to be alone.”’ 

How, then, are we to solve the problem of 
sex in the prison? Numerous suggestions 
have been advanced at this meeting but none 
of them satisfactorily cope with the prob- 
lem or supply an adequate answer. 

In Illinois we have two sets of laws in re- 
lation to sexual offenders. The first law, 
“The Courtney Act,”' was passed in 1938 as 
part of the Criminal Code and provides as 
follows: 

“All persons suffering from a mental disorder and 
not insane or feeble-minded, which mental disorder 
has existed for a period of not less than one year 
immediately prior to the filing of the petition here- 
inafter provided for, coupled with criminal pro- 
pensities to the commission of sex offenses, are 
hereby declared to be criminal sexual psychopathic 
persons.” 

This act is such that anyone guilty even 
of fornication for a period of one year, and 
showing propensities to continue such be- 
havior, could be committed as a criminal 
sexual psychopath until such time as he is 
totally and permanently recovered. 

The other Act, “The Connors Law,’” 
comes under the penitentiary statute and 
provides that anyone sentenced for the crime 
of rape, incest, crime against nature or tak- 
ing indecent liberties with a child, or for an 
attempt to commit any one of such crimes, 
must be examined prior to his release from 
the penitentiary, and if found to be a crim- 
inal sexual psychopath, proceedings for his 
commitment as such must be instituted by 
the Department of Public Safety. 

Sex, like the weather, we will have with 
us always. 

Our suggestion for the care and treat- 
ment of the sexual deviant in prison, would 
be first of all to have a “diagnostic depot’’ 
to which all offenders would be admitted and 
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screened upon entrance. They should fe 
given a complete physical examination, pgy. 
chological examination, mental examinatioy 
and serological examination. A social his. 
tory should be obtained if possible. 

After screening, the frank psychotic ang 
the feeble-minded should be transferred to 
a special section or institution for thei 
care and treatment, In this group specia] 
attention should be paid to the sexually ag. 
gressive, who can be classified as legally 
insane or irresponsible. 

In Illinois recently we had one blind fee. 
ble-minded boy who strangled another fee. 
ble-minded boy in order to commit sodomy. 

The borderline defectives and the psycho. 
pathic personalities are the groups from 
which we can expect the most difficulty, 
The first can be easily influenced by the 
“wolves,” while the second are not ame. 
nable to treatment or discipline. The frank 
homosexuals should be isolated in special 
sections where they can be carefully 
guarded, especially if they are aggressive. 
The “lifer” is not going to be deterred by 
punishment in obtaining sexual gratifica- 
tion. Many examples of this type are given 
in the book, “Dry Guillotine.” 

One homosexual was an attendant in a 
hospital for the mental defectives. He would 
have some of the inmates perform a ‘daisy 
chain” at night. In his trunk were found 
wigs, rubber breasts and a rubber vulva 
which he wore while performing as a “strip 
tease”’ artist. 

Needless to say, all guards and attendants 


should be screened and examined for aber: | 


rant sexual tendencies, This strip tease 
artist had been a precinct captain before 
appointment. After his arrest a long his- 
tory of sexual deviations was obtained, in- 
cluding a discharge from the Army for a 
sexual offense. 


discharged because of sexual misbehavior. 
Another homosexual would purchase la- 
bels from tomato cans, then soak them in 


water and use the solution as rouge, ignor- f 


ing the remarks or slurs of his fellow in- 
mates. 

The psychoneurotic deviant is usually 
amenable to treatment. He comes from a 
higher social level and is usually younger, 


He re-enlisted under an as- | 
sumed name and was subsequently again | 
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frequently immature in personality make- 


up. Often he is a college graduate, a scout- 
master, a school teacher and even a socially 
accepted parent. He has been pampered by 
his mother, with whom there is usually an 
identification. He is neat in appearance. He 
has difficulty in making an initial adjust- 
ment in the prison, but after this period has 
passed he becomes a model prisoner. Fre- 
quently a situational depression occurs soon 
after entrance when he begins to realize 
the seriousness and implications of his sit- 
uation, During this time he has to be 
watched carefully for suicidal attempts. 


If individual psychotherapy is available, 
the psychoneurotic compulsive type of be- 
havior can be helped. This group also can 
be helped by group therapy, but better rap- 
port is obtained from individual therapy. 
They, unlike the psychopaths, do not care to 
discuss their behavior before others. They 
will discuss their behavior openly and 
frankly with their therapist, but not before 
others. Needless to say, a very large staff 
would be required to give daily or even 
weekly personal interviews. 

The psychopaths will, when the opportu- 
nity presents itself, use the therapist as a 
means of gaining their own ends, frequently 
to foment trouble with authority and the 
other inmates. 

The only treatment for the frank homo- 
sexuals is isolation from society. They are 
satisfied with their behavior and have no 
desire to change. 

Operations, as castration and lobotomies, 
have been suggested and are frequently re- 
quested by the prisoner, especially if he ex- 
pects a long sentence. Dr, Manfred Gutt- 
macher has made a survey of lobotomies, 
but the results have not been evaluated as 
yet. 


Warden Frank Sain of the House of Cor- 
rection in Chicago reports an average daily 
census of about 50 homosexuals out of a 
total jail population of 2,300. This does not 
include those serving time for other sex of- 
fenses. These individuals work in the laun- 
dry and are reliable workers. If they are 
assigned to another department they im- 
mediately ask for a laundry assignment 
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where they can be with inmates of their own 
type. They are closely watched and not per- 
mitted to “run wild.” They are not an in- 
stitution nor disciplinary problem as long 
as they are segregated. Warden Sain’s chief 
concern is the protection of the youthful 
deviant. 

Recreation for the deviants should be the 
same as for the general prison population, 
except that care should be taken not to per- 
mit them to gather in or frequent secluded 
areas. The psychoneurotic compulsive group 
should be encouraged to continue with their 
extra-mural academic studies. Athletics of 
all types should be encouraged. Work de- 
tails should be assigned whenever possible, 
which should be considered as therapy, not 
punishment. 

It is our conclusion that psychiatry has 
been ‘oversold’; that it does not have all 
the answers on how to handle, treat and re- 
habilitate all sexual offenders. Each sexual 
deviate is an individual problem as to treat- 
ment and rehabilitation. Each sexual de- 
viate usually has an established behavior 
pattern and in the case of rapists, fetichists, 
those committing offenses against children, 
and those committing offenses under alco- 
hol, incarceration removes the opportunity 
for fulfillment of their sexual aims, and their 
behavior is exemplary. Upon their discharge 
and a return to society, again coming in con- 
tact with children and alcohol, a repetition 
of their behavior may be expected. 


Finally, we can ask ourselves the ques- 
tion, ‘What roles are the motion pictures 
and television with the plunging neckline 
and scant attire of female performers, the 
pornographic picture magazines and the vis- 
iting theatrical performances, playing as an 
aphrodisiac to the sex-starved prison popu- 
lation?” 
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Hibicon — A New Anticonvulsant 


LEO A. KAPLAN, M.D. 
STANLEY MASLANKA, M.D. 


Chicago, Illinois 


The original pharmacological studies on 
“Hibicon” N-benzyl-B-chloropropionamide 
were done in the Lederle Laboratories, Divi- 
sion American Cyanamid Company. It was 
found that several compounds which con- 
tained a benzylamide residue had _ pro- 
nounced anticonvulsant activity. Hibicon 
was found to contain a 4 plus rating both in 
audiogenic and electroshock tests in rats.’ 
The anticonvulsant properties were deter- 
mined by the following methods: Rats were 
given audiogenic shock and subjected to 
electroshock, a modified form of the method 
described by Tainter and associates, In cats 
the method used was that of Merritt and 
co-workers. Lastly the metrazol mouse test 
was used. The drug was also tested for 
acute and chronic toxicity using mice, rats, 
guinea pigs, cats, dogs and rabbits. The 
pathologist found no evidence of toxicity in 
any of these species. 

Anticonvulsant doses administered orally 
to animals were found to be effective during 
a period extending from one-half to five 
hours after administration. The peak of the 
action is reached approximately two hours 
after the dose is given. There appears to be 
a very limited accumulation of the com- 
pound. The clinical dose used for patients 
was 500 milligrams four to six times a day. 

This preliminary report on the clinical ap- 
plication of Hibicon for convulsive disorder 
was started at the Mercy Hospital dispen- 
sary almost two years ago. There was no 
selectivity as to the type of cases treated 
and practically all the patients could be clas- 
sified as recalcitrants, having done poorly on 
other anticonvulsants. In the group treated 
were idiopathic epilepsies and organic brain 
disorders, including post-traumatic states, 
cerebral vascular accidents, postoperative 
brain tumors and general paresis. 

We are reporting a total of 31 cases 





From the Department of Neurology and Psychi- 
atry, Loyola University Stritch School of Medicine. 
Read before the December, 1951 Meeting of the 
Chicago Neurological Society. 
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treated over a period from two to twenty 
months. Many other patients were started 
on Hibicon treatment but were dropped for 
various reasons. Some failed to return for 
appointments and others were uncooperative 
and could not be depended upon to take thei 
medication regularly. Several of the subjects 
included in the group as having unsatisfae. 
tory results were known to have been on al. 
coholic debauches. 


Our purpose was to ascertain whether 
Hibicon possessed anti-convulsant possibili- 
ties in its clinical application. We were in- 
terested in comparing its anticonvulsant 
possibilities in contrast with other drugs as 
practically all our patients had been on most 
of the other medications. We arbitrarily es. 
tablished the following criteria as to control. 
If seizures were controlled 50 per cent or 
better than when on former drugs they were 
considered greatly improved; 25 per cent or 
better slightly improved, and less than 2 
per cent, no improvement. In other words, if 
patients did not show at least 25 per cent im. 


provement over what they were doing on} 


previous medication, they were considered 
unimproved. In order to simplify the evalu- 
ation of the results with Hibicon the follow- 
ing classification was made: 
grand mal and petit mal (pyknolepsy), psy: 
chomotor, focal or Jacksonian. 

Clinical descriptions of attacks were usv- 
ally given by family members and many 
times they were not clear or definite. Be 
cause an E.E.G. was not always available 
there may have been a greater admixture 


of varying types of seizure activity in somef 


of the cases listed in the tables. 

In table 2 there are 21 cases listed as pure 
grand mal and nine grand mal combined 
with petit mal. Several of the pure grand 
mals had petit mal and even equivalent ac- 
tivity but were unrecognized by members of 
the family. This factor of error would alter 
the percentages only slightly if one com- 
pares tables 1 and 2. In fact the percentage 


grand mal, | 





CH 


ity 


for 
for 
ive 
eir 
Cts 
AC. 
al 


— $24 





1952 


of greatly improved in the pure grand mals 
would be slightly higher than given. 

Table 1 below sets forth all cases in this 
series regardless of type of seizure, activity 


or etiology. 


TABLE 1 
16 cases — Greatly improved — 51% + 
6 cases — Slightly improved — 19% + 
9 cases — Unimproved — 29% + 


Table 2 is a breakdown of the series ac- 
cording to the type of seizure regardless of 


etiology: 


Table 2 

GRAND MAL 

10 cases — Greatly improved — 47% + 
5 cases — Slightly improved — 23% + 
6 cases — Unimproved — 28% + 
GRAND MAL AND PETIT MAL 

4 cases — Greatly improved — 44% + 
4 cases — Slightly improved — 44% 4 
1 case — Unimproved — 11% + 


PSYCHOMOTOR—1 case greatly improved. 


Lastly we divided the cases into the so- 
called idiopathic or organic regardless of 
type of seizure. The former indicating no 
evidence of brain damage and the organic 
implying brain damage of some type as be- 
ing present. 


TABLE 3 
IDIOPATHIC 
11 cases — Improved — 64% + 
6 cases — Unimproved — 39% + 
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ORGANIC 
9 cases — Improved — 64% + 
5 cases —Unimproved — 35% + 


In none of the cases treated were we able 
to detect any signs or symptoms of toxicity. 
Practically all patients commented volun- 
tarily upon the absence of sedative effect, 
and having a sense of well-being with more 
ambition since taking Hibicon. Relatives of 
many of the patients commented on the in- 
crease in alertness and activity that had re- 
sulted in the subjects since they had been 
placed on the new medication. Several of 
the cases that did poorly on Hibicon or the 
other anticonvulsants alone showed consid- 
erable improvement when a combination was 
given. Further studies along these lines 
would be of considerable interest. 


From this short series of cases one can- 
not draw any final conclusions percentage- 
wise but there is sufficient indication that 
Hibicon will be a useful addition to the 
pharmacologic armamentarium in the treat- 
ment of convulsive disorders. 
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Presentation 

A 13-year-old white boy was well until November 
1948. He had previously had measles, mumps, 
chicken pox, and whooping cough, but no other 
serious illnesses. 

On November 17 he developed a mild sore throat, 
coryza, and rhinorrhea which lasted about four 
days. He passed four liquid stools on the day of 
onset. Diarrhea did not persist. On November 19 
he was listless and complained of headache which 
continued and he had no appetite. On November 23 
he became slightly stuporous and remained in bed. 


His mother noticed twitching movements of his ex- 
tremities. His back and neck were stiff and his 
fingers were slightly blue. 


On November 24 at the time of hospital admis- 
sion he appeared acutely ill, was stuporous, and 
stared fixedly. Temperature was 103.6 degrees, 
pulse 112, and respirations 28 per minute. Both 
arms were held in spastic flexion, the legs extended. 
The neck was rigid. There were bilateral extensor 
plantar responses. The pupils were round, equal, 
and reacted well to light. He voided urine involun- 
tarily. The peripheral blood contained 11,200 leu- 
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kocytes per cubic millimeter, 77 per cent were neu- 
trophiles, 20 per cent lymphocytes, and 3 per cent 
monocytes. Lumbar puncture showed an initial 
pressure of 240 mm. water. The fluid contained 
14 white blood cells per cmm, 5 were lymphocytes 
and 9 polymorphonuclear leukocytes; the protein 
determination was 21 mg. per cent, sugar 61 mg. 
per cent, and chlorides 702 mg. per cent. 

Cheyne-Stokes respirations developed later on 
November 24, and on the following day respirations 
became shallow with no visible intercostal action 
in the upper thoracic region. He no longer re- 
sponded to painful stimuli. Swallowing appeared 
difficult. His eyes were rotated upward and to the 
right. He was placed in a respirator and shortly 
thereafter had a tonic convulsion during which the 
head and eyes were turned to the left. Excessive 
salivation interfered with respirations, necessitat- 
ing tracheotomy. Another convulsion occurred 
later in the day, following which the right pupil 
was larger than the left. 

On November 26 his temperature, which had 
been ranging about 103 and 104 degrees, fell pre- 
cipitously to levels between 95 and 97 degrees. It 
did not rise above 97.4 thereafter. There was no- 
table decrease in the quantity of saliva which was 
suctioned from the pharynx. There was no other 
change in his condition. On November 27 he be- 
came deeply comatose. His pupils were then dilated 
and fixed to light. All extremities were flaccid and 
there was no response to plantar stimulation. He 
continued in this moribund state, the only signs of 
life being heart action, respiration, and urination, 
until he expired on November 30. 


Differential Diagnosis 

Dr. Samuel A. Trufant: If this youngster 
had had an upper respiratory infection fol- 
lowed by diarrhea, listlessness, headache, 
and stiff neck on August 17 instead of No- 
vember 17, it might be that he would have 
been brought to the hospital before his 
fingers turned blue. Certainly acute ante- 
rior poliomyelitis occurs in the winter as 
well as in summer. The usual epidemic oc- 
curs in July, August, and early September 
in this part of the world. 

Manifestly this disease is an infection of 
the central nervous system. If we are to 
consider this as a case of the bulbar form of 
poliomyelitis, there are some things to be 
explained. These are spastic quadriplegia, 
bilateral extensor plantar responses, focal 
convulsions, and residual deviation of the 
head and eyes to the right, the latter indi- 
cating a lesion in the frontal adversive field 
of the cortex. There are two possible ex- 
planations for the cortical signs that this 
boy showed. First, that the disease from 
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which he was suffering was a diffuse prog. 
ess which involved not only the brain stem, 
but also the gray substance of the cerebra] 
hemisphere. The other possibility is that 
they are a reaction to his rather obvious 
hypoxia, 

To consider the first of these possibilities 
if one reviews the published statistics and 
analyses of the various epidemics in which 
bulbar cases have been reported, one finds 
that there is usually a long description of 
the typical anterior horn type of poliomyeli. 
tis. A few more paragraphs are given to 
the cases with bulbar involvement and then, 
lumped together in a nondescript sort of 
way, something called an encephalitic type, 
usually meaning involvement of the heni- 
spheres which usually results in lethargy, 
restlessness, delusions, occasionally coma, 
muscle twitching, rarely a fit, possibly with 
spastic hemipiegia as a residual. One rarely 
finds on microscopic study of these cases 
specific changes such as replacement of the 
nerve cells of the cortex by microglial nests, 
perivascular infiltration, and cuffing. There 
are a few well-documented cases of this na- 
ture to be found. The other idea that this 


is a result of diminished oxygen supply is } 


somewhat more satisfying. There is ample 
evidence that diseases which are of infec. 
tious nature, e.g. chronic lung disease, result 
in similar symptoms of restlessness, confu- 
sion, and convulsions on the basis of lowered 
oxygen supply to the brain. 
experimental evidence to indicate that this 
is true. 
we have no way of resolving the problem on 


clinical grounds alone except perhaps by the | 


patient’s response to such measures as 
tracheotomy and increased oxygenation of 
the blood. If we can demonstrate micro- 
scopically, and the pathologist can, the 
changes specific for viral infection of the 
nervous system, well and good, but I think 
that is by far the lesser possibility, 

What then is the nature of this infection 
which involves the brain stem primarily. 
The statement usually found in textbooks 
that the bulbar form appears primarily in 
poliomyelitis in about 6 per cent of the cases 
may be misleading. Recent reports would 
indicate that a bulbar syndrome is to be 
found primarily in 20 or 25 per cent of pa- 


We also have / 


In any given case I am afraid that | 
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tients in some of the more recent epidemics. 
Admittedly, these statistics may vary from 
epidemic to epidemic, but I think that the 
6 per cent figure is too low. It was put forth 
in the early days of this century, when per- 
haps patients with bulbar involvement usu- 
ally were not recognized as such and died 
before anyone had a chance to find out what 
was really going on. 

Brown and Baker,' reviewing some 180 
cases of primary bulbar poliomyelitis in the 
Minneapolis epidemic of 1946 were able to 
obtain for pathologic examination the brain 
stem of 80 of those who died, and have de- 
vised a classification on the basis of this ma- 
terial that is very helpful. They found that 
the cases group themselves roughly into 
four categories. The first category is that 
in which the cranial nerve nuclei alone are 
involved. These are the nuclei which are 
analogous to the anterior horn cells of the 
spinal grey matter. The syndrome may in- 
volve any or all of these nuclei in any com- 
bination, just as an arm may be involved 
and a leg at the same time without any defi- 
nitive clinical pattern, There is one point 
that stands out in this series and in some of 
the other published series, including one 
from this institution. That is, that of all 
of the cranial nerve nuclei that are involved, 
perhaps the most frequently involved is the 
nucleus ambiguus of the tenth cranial nerve. 

I think we might digress here for a min- 
ute to consider the vagus nerve. The tenth 
nerve has two motor nuclei, the dorsal mo- 
tor nucleus and the nucleus ambiguus. It is 
interesting that it is the nucleus ambiguus 
which is so consistently involved and only 
rarely is the dorsal motor nucleus found to 
be the site of change. A clue to the reason 
for this may lie in the develoment of those 
nuclei. Actually they might well be consid- 
ered separate entities for the nucleus ambi- 
guus is truly analogous to anterior horn 
cells. It arises embryologically from the 
same cell column whereas the dorsal motor 
nucleus is the counterpart of the lateral cell 
mass of the cord, having autonomic func- 
tion. The syndrome of the nucleus ambiguus 
is fairly clear. It innervates, as a final com- 
mon pathway, the soft palate, some of the 
muscles of the pharynx, and the laryngeal 
musculature. The syndrome consists of dys- 
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arthria, dysphonia, the accumulation of se- 
cretions in the pharynx, and difficulty in 
clearing the pharynx so that the patient 
may drown in his own secretions, or he may 
suffer respiratory embarrassment from pa- 
ralysis of the vocal cords, 

The next two categories that Brown and 
Baker define have to do with the bulbar re- 
ticular formation, and perhaps might be con- 
sidered together. These are syndromes in 
which there is primarily respiratory embar- 
rassment or primarily circulatory disturb- 
ance. In the first types they determined that 
it is largely the small cells of the reticular 
formation that are involved and in the other 
it is the larger cells. There is good experi- 
mental evidence that there is a medullary 
center for controlling respiration and cir- 
culation and that this lies in the reticular 
formation which is just medial to the nu- 
cleus ambiguus extending roughly from the 
level of the vestibular nuclei to the level of 
the twelfth nucleus. The syndrome of res- 
piratory poliomyelitis, if you will admit that 
term, is one of altered respiratory rate, 
depth, and a general change in the character 
of the respiration, periods of apnea, periods 
of hyperpnea, periods of Cheyne-Stokes res- 
piration with cyanosis, and the attendant 
general systemic changes that occur with 
severe respiratory embarrassment. The cir- 
culatory complex shows marked changes in 
the pulse rate, blood pressure, and cardiac 
system. All too frequently there is some 
combination of these forms, and that makes 
up the fourth group. The cranial nerve 
group is a relatively non-fatal group as com- 
pared to the others—respiratory and circu- 
latory disturbances are profound threats to 
life, This is reflected in the fact that rela- 
tively few cases with motor cranial nerve 
involvement alone have come to autopsy. 

Into which category do we fit this young- 
ster? If we consider the protocol we find 
that after the usual onset with upper res- 
piratory infection, gastro-intestinal disturb- 
ances, headache, and stiff neck, it was noted 
on November 23 that he was having twitch- 
ing movements of his extremities and that 
his fingers were slightly blue. No descrip- 
tion of his respirations at that time is avail- 
able, but if his fingers were turning blue, 
something must have been happening to the 
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respiratory or circulatory system. On the 
day of admission, November 24, he was 
acutely ill, stuporous, his pulse was fast, his 
respirations were increased in rate, and he 
was noted later on that same day to be hav- 
ing Cheyne-Stokes respirations. On the fol- 
lowing day respirations were shallow, and it 
is noted that he had paralysis of the upper 
intercostal muscles. Presumably the disease 
had spread into the cervical and _ thoracic 
cord. In addition, he was having difficulty 
swallowing and secretions were accumulat- 
ing in his pharynx. His respirations were 
interfered with by excessive salivation. 
From November 25 to the time of his death 
he was kept alive largely by therapeutic he- 
roism, and that the subsequent findings of 
complete flaccidity and dilated fixed pupils 
were really terminal manifestations and are 
of no particular significance in localizing or 
defining this boy’s disease. 

The cerebrospinal fluid should be men- 
tioned. The few cells and normal protein 
are quite typical of the early stages of this 
disease. Had he lived longer, perhaps he 
would have had a period of cellular increase, 
followed by that of decreasing cells and in- 
creasing cerebrospinal fluid protein; the lat- 
ter may have remained elevated for weeks 
and possibly even for months. 

There are other possibilities that should 
be considered briefly in this type of central 
‘nervous system infection. The lethargic en- 
cephalitis seen late in the second decade of 
this century, now is seen only sporadically, 
and while an occasional case appears, they 
are not so fulminant as this particular case 
has been. They do not give the profound 
brain stem changes in the lower levels of the 
medulla such as this boy seems to have had. 
So far as we know he had not been exposed 
to vectors of St. Louis encephalitis, nor has 
he been in Japan or exposed to equine en- 
cephalitis. Certainly none of the ordinary 
forms of meningitis might have been ex- 
pected to produce this picture with so few 
cells in the cerebrospinal fluid. 

My diagnosis is that this boy had acute 
anterior poliomyelitis of the bulbar type, and 
I suspect that his forebrain signs are the 
result of anoxic change. 


Student: How does Wernicke’s polioencephalitis 
fit this picture? 
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Dr. Aring: Wernicke’s disease is not such a fy, 
minating, destructive disorder, and I’ve never geey 
a case in a child. It is usually associated with g 
rather heavy intake of alcohol, and there is aggo. 
ciated nutritional deficiency. Neurological eye Signs 
are particularly prominent. It is not a febrile dis. 
ease in my experience. By no stretch of the imagj. 
nation can it be considered to be infectious, ang 
this child clearly had some sort of infectious process, 

Student: Can we say that this cerebrospinal fluig 
was typical of poliomyelitis ? 

Dr. Aring: Early in the course of poliomyelitis, 
just a few cells and they predominantly polymor. 
phonuclear leukocytes, may be the only abnormal. 
ity. 

Student: Even after paralytic changes? 

Dr. Aring: I think such has been reported even 
after paralysis. One would prefer, as you intimate, 
to see more cells at this stage, but you can’t use 
the cerebrospinal fluid like you do a slide rule. Usu- 
ally there are more cells found in the cerebrospinal 
fluid of patients with poliomyelitis, but you cannot 
await their appearance before making this diagno. 
SIS. 

Discussion of Pathology 

Dr. Murton Shaver: The autopsy was per: 
formed 7 hours after death. The general ex. 
amination, including microscopic studies, re- 
vealed acute infarction of the pituitary 
gland, aspiration of gastric contents, acute 
bronchitis with beginning lobular pneumo- 
nia, marked pulmonary congestion and ed- 
ema, focal interstitial pneumonitis, and fo- 
cal pulmonary atelectasis, There was mild 
acute esophagitis and gastritis, moderate 
fatty and glycogenic infiltration of liver, 
marked lymphoid hyperplasia in ileum, and 
acute passive congestion of abdominal vis- 
cera. 

The brain weighed 1370 grams. The lep- 
tomeninges were diffusely congested and 
slightly opaque. The vessels over the brain 
and stem were thin walled and normally dis- 
tributed. The pituitary gland was of softer 
consistency than average and otherwise ‘not 
remarkable. Superficially there was diffuse 
flattening of the gyri and narrowing of the 
sulci. The entire brain was extremely soft 
in consistency. The brain stem was slightly 
firmer than the cerebral hemispheres and 
was moderately flattened. The architecture 
of the brain appeared grossly normal. The 
cerebellum, pons, medulla, and spinal cord 
were markedly soft to palpation. Cross sec- 
tion of the cord in the region of the lum- 
bar area revealed marked hyperemia and 
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swelling of the gray matter, especially in 
the region of the anterior horns, There was 
moderate diffuse swelling of the white mat- 
ter. The consistency of the spinal cord was 
not greatly altered. 

Microscopically the cortical leptomeninges 
were slightly thickened, and there was in- 
filtration with inflammatory cells. There 
was endothelial thickening of the meningeal 
vessels as well as endothelial proliferation 
in the parenchymal brain vessels. The paren- 
chymal capillaries and the larger vessels 
were injected throughout, but there was no 
evidence of perivascular hemorrhages. In 
the perivascular spaces there were a few 
inflammatory lymphocytic forms. The peri- 
vascular accumulations of lymphocytes were 
particularly evident in the white matter 
where there was a generalized increase in 
oligodendroglia and many rod forms were 
noted. Sections of cerebral cortex showed 
nerve cells which were swollen and had lost 
tigroid substance. In some there was loss 
of nuclei and severe distortion. Many of the 
distorted cells were surrounded by lympho- 
cytes and microglia, forming Babes’ nodes. 
In other areas there was complete loss of 
nerve cells, some of which had been replaced 
by lymphocytes, There was no edema or 
fragmentation of the fibers in the white 
matter. 

Sections taken through the insular cor- 
tex in a horizontal plane including a portion 
of the caudate nucleus showed the same gen- 
eralized changes described in the above sec- 
tions. Descending into the brain stem level, 
there was a more acute change in the white 
matter and early involvement of gray mat- 
ter, particularly the pontine nuclei where 
there were collections of small lymphocytes 
or microgliacytic forms which simulated 
Babes’ nodes. There was increased perivas- 
cular accumulation of inflammatory cells 
and an increase in the general glial response 
of the entire level. The pontine nuclei were 
fairly well preserved, but some of these cells 
showed acute chromatolytic change and 
there was great increase in the microglia 
forms with heavy infiltration of these cells 
into the perineuronal spaces. Some of the 
cells of the substantial nigra showed lipoidal 
degeneration; however, they were fairly 
well preserved. The ependymal cells of the 
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fourth ventricle showed little abnormality 
besides acute swelling. 


At the levels of pons and medulla there 
was swelling and degenerative change in the 
fibers of the white matter, particularly 
those of the reticular formation including 
the ascending and descending fibers and the 
medial lemniscus. The same degree of swell- 
ing and degenerative change was noted in 
the fiber tracts of the lateral dorsal areas of 
the wall of the fourth ventricle. Sections of 
the medulla taken at the level of the inferior 
olivary nucleus showed a congenital angi- 
omatous malformation lying inferior to the 
olives. This malformation consisted of ar- 
terial vessels which were distended with red 
blood cells and formed a honey comb appear- 
ance within the substance of the medulla. 
These vessels showed the same degree of in- 
flammatory changes as described for the 
other vessels in the brain. At this level of 
the medulla and the preceding level in the 
pons, the most acute changes consistent with 
acute policencephalitis were seen, Babes’ 
nodes (localized collections of endothelial 
cells and microgliacytes) were present 
throughout the white matter. In the motor 
nuclei of the olivary nucleus there were 
varying degrees of chromatolytic changes, 
however, there was preservation of these 
nuclei throughout. 


Sections taken through the spinal cord at 
many levels showed preservation of the mo- 
tor nuclei, and there was minimal involve- 
ment of the meninges and parenchymal ves- 
sels. There was generalized swelling of the 
white matter throughout the cord, but there 
was no actual loss of fibers. 


The most acute changes seen in this brain 
were in the pons and upper medulla. These 
changes were seen particularly in the mid- 
line, subependymal areas of the aqueductal 
and fourth ventricular regions. 


Clinical Diagnosis 
Acute polioencephalomyelitis. 


Acute bronchitis. 
Terminal lobular pneumonia. 


Dr, Trufant’s Diagnosis 


Acute bulbar poliomyelitis. 
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Anatomical Diagnosis 


Acute bulbar polioencephalomyelitis. 
Hemangioma of medulla. 

Acute infarction of pituitary gland. 
Acute bronchitis. 

Early lobular pneumonia. 


Dr. J. Parke Biehl: I don’t understand the distri- 
bution of the inflammatory nodes. Were they scat- 
tered throughout the cortex and not just limited 
to the motor cortex? 

Dr. Shaver: They were not limited to the motor 
cortex. We have blocks taken from three cortical 
areas and they were found in two of them. I can’t 
say that the Babes’ nodes were diffuse, with our 
limited number of sections. What I implied was 
that the perivascular infiltration was diffuse. 

Dr. Biehl: It is my understanding that Bodian 
claims that the poliomyelitic process in the cortex 
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is limited to the motor areas and that the rest of 
the cortex is usually spared. 

Dr. Aring: That is usually so as regards the ney. 
ronal elements of the cortex. 

Dr. Trufant: Were changes more marked in the 
frontal adversive fields? 

Dr. Shaver: They were not. I should note that 
the cortical blocks were removed from areas that 
showed gross change, mainly hemorrhage and cop. 
gestion. The point should be made in this Cage 
that the patient had reason other than infection 
for changes in the cerebral cortex, that is, for logg 
of nerve cells. 

Dr. Aring: You’re implying that hypoxia of this 
duration and degree produced diapedesis and some 
of the chromolytic changes in the nerve cells. 
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